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PREFACE 
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This work was originally undertaken as a thesis for the 
Degree of Doctor of Medicine and was successful in 
gaining commendation of the University of Madras, 1909. 
In this thesis which is now offered to the publie ไ have made 
attempt to give an account of our present knowledge in 
the field of special pathology and treatment of Tropical 
Abscess of the Liver. This account, although imperfect, 
I have endeavoured to make as complete as possible in 
regard to all important and certainly established facts. 
1 have been induced to publish it in the hope that it may 
prove of service to those interested in the pathology and 
treatment of the disease. The author is fully conscious of 
its many defects, to revise which he will not fail to make 
use of every opportunity offered him. 


With some of the illustrations in this book the reader 
may already have made acquaintance. Beneath each 
borrowed illustration the source from which it has been 
taken, is recognised in the usual way. The author takes 
this opportunity of making grateful acknowledgement of 
his indebtedness to them. 


SO, Russa Roan NORTH, CALCUTTA. 
December, 3rd, 1913. 
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CHAPTER I. 

Importance of, the subject. Materials. Anatomy of the 
fiver. Classification of hepatic abscess. Synonymn. 
Definition. History of liver abscess. Geographical dis- 
tribution of liver abscess and amæbic dysentery. 

The disease is of frequent occurrence in the tropics. 
Icones d In India, it is so common as surely to come 
SHS suec. under treatment of every physician of 
ordinary experience. It is generally supposed that the 
"tropical liver is essentially a disease of the native of a 
temperate or cold climate residing in the tropics. It is a d 
part of the white man's burden.”! The truth, however, is 


that the natives of India are not exempt, though they 





suffer less than Europeans. It is common amongst 
those who indulge themselves in western luxuries. The E 
etiology of the disease is still an open question; the j 
relation of liver abscess to dysentery is not yet thoroughly 
known. The treatment also i is far from being satisfactory ; 
the disease often runs a fatal termination even under 

+ Albutt's system of medicine, Vol. II. Part LI. P. 572. ` 
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skilful hands. <A study of its etiology and pathogenesis 
may suggest indications for its prophylaxis and treatment. 
These are the reasons for selecting the subject as the 


theme of this thesis. - 


In preparing this article the writer has put together all 
Materials. the cases seen by him within the last twelve 
years, both in hospitals and private practice, as a student 
in the Medical College Hospital, Calcutta, as resident 
surgeon, Darbhanga Sadar Hospital, as a private practi- 
tioner, but who has regularly attended the Sambhunath 
Pandit Hospital, Calcutta, through the kindness of 
Lt.-Col. E. H. Brown, M.D., I.M.S., the surgeon-superin- 
tendent, for the last six years and as surgeon to the Albert 
Victor Hospital connected with the Calcutta Medical School 
and College of Physicians and Surgeons (Bengal), for four 
years 1902-06,—100 cases in all. The patients were all 
natives of India, the majority being Bengalis. All the cases 
accessible in the medical literature on the subject, have 
been gone over and noted. All the statements of this 
article are based upon an analysis of these cases, together 
with the consideration of the available literature on the 
subject. I have given a full description of the disease— 
my observations often corroborating the observations of 
others, but on a few points, where I differed, the diver- 
gences have been pointed out. 





ANATOMY OF THE LIVEN. 3 


To understand the subject properly it would not be 


out of place here to describe the anatomy 
Anatomy of the 


liver. of the organ shortly. 


The liver is situated in the*right hypochondriac and 
epigastric regions, except in children where it extends 
across the epigastrium into the left hypochondriae region. 
Its weight varies from three to four pounds. If we 
calculate the quantity of blood which is lost when the gland 
is removed from the body, its average weight is four and œe- 
half pounds—the physiological weight of Sappey. Its trans- 
verse diameter is from ten to twelve inches long, and the 
antero-posterior six to seven inches. The back of the right lobe, 
which is the thickest part is three inches thick. The upper 
surface is convex ; it is covered by peritoneum and has the 
diaphragm above it. It is divided into two unequal parts by a 
fold of peritoneum called the suspensory ligament. The 
under or visceral surface is concave and is in relation 
with the stomach, the duodenum, the hepatic flexure 


of colon, the right kidney and the suprarenal capsules. It is 


also covered with peritoneum except where the gall-bladder 


is attached at the portal fissure, which gives attachment to 
the lesseromentum. The posterior surface is broad over the 
right lobe but narrow on the left. It isin contact with 
the diaphragm and the posterior wall of the abdomen. The 
posterior surface of the right lobe is rough and uncovered 
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by peritoneum. The centre is notched for the vertebral 
column, and a little to its right is another indentation 
for the inferior vena cava. To its right again is the  , 
depression for the rieht suprarenal capsule; and to its left 

is a groove indicating the pi sition of the «esophageal orifice 
of the stomach. 


The anterior border is thin and sharp, and is marked 

E opposite the attachment of the longitudinal ligament by a 
» | deep noteh, and opposite the cartilage of the ninth rib by 
Raccoon’ notch for the fundus of the wall-bladder. 

Le; The ligaments are five in number; four being formed 


d 
Ligaments. of peritoneum. The longitudinal (suspen: 


@ 
เด 
- 


"CY B = 
ซึ so v, faleiform or broad) ligament is attached above to 
UE 


the diaphragm, extending on to the sheath of the rectus 


L muscle as low down as the umbilicus, and below from the 


E - notch i in front to the posterior edge of the liver. The posterior x 
encloses the round ligament. The Rteral ligaments, | y 
| ht and left, extend from the sides of the diaphragm to | 
: 3 posterior border of the liver. "The coronary ligament * 
ง if is continuous with the lateral ligaments and attaches the 2 


posterior margin of the liver to the diaphragm. The round 


L2 


wv 
“A ses (obliterated umbilical vein) is contained within the ` a 


ndr des of the suspensory ligament. d DART. 
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ANATOMY OF THE LIVER. 5 


organ into the right and left lobes; itis divided into two 
parts by its union with the transverse fissure. The anterior 
part or umbilical fissure is between the left lobe and the lobus 
quadratus and contains the remnants of the umbilical vem. 
The posterior part or the fissure of the ductus venosus is 
between the left lobe and the lobus Spegelii, and contains x | 
the remnants of the ductus venosus. „The transverse or 2 
portal fissure is between the lobus quadratus and the e 
Spegelit and lodges the hepatic duct, artery and portal vein. | 
The fissure for the vena cava is at the posterior margin | 
of the liver between the right lobe and the lobus Spegelti, and E 
is seperated from the transverse fissure by the lobus a 
caudatus, The hepatic veins enter the vena cava at the E. 
bottom of this fissure. dk 


The right and left lobes are seperated from each other ii 
Lobes, by the umbilical fissure on the under ` 
surface and posteriorly by the fissure of the ductus venosus. — 
ป The right is the larger and contains the followiug lobes — É 
The lobus quadratus: bounded by the umbilical and trans- | 


LO 
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| verse fissures and the fossa of the gall-bladder. The lobus 3 
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The fossa for the gall-bladder lies on the under surface 
> Fossa. of the right lobe, parallel to the umbilical 
E fissure, and separates the qnadrate lobe from the main mass 
$ » of the right lobe. | : 

d The vessels of the liver are five in number :—the hepatic 
Vessels, artery, the portal vein, the hepatie duct, the 
hepatic vein and the lymphaties. They are arranged from 
X right to left as follows :—the hepatic duct, the portal vein and 
E the hepatic artery. They are enveloped in the capsule of 
» Glisson and run through the portal canal into the organ. 
+ The hepatic veins have no cellular investment, so their 
b. parieties are adherent to the walls of the canal through 
: which they run. 

Š The nerves are derived from the hepatie plexus of the 
 Nerves. sympathetic, from the pneumogastric 
2 nerves, and from the right phrenic. ว 
ร๋ | ` Surface form :—It lies under the lower ribs and their 

M." Surface Form. cartilages, but it. touches the abdominal 

- wall i in the subeostal angle. The upper limit of the right 

x Ps of the liver corresponds to a line drawn from the 

ด etienlation of the fifth right costal cartilage to the sternum S, X 
| E pe EY outwards to a little below the nipple, and then 2 0 
P 1 downwards to reach the seventh rib at the side of the M AAY 

| The ° upper limit of the left lobe corresponds ote. | 
einn of this line to the left with an inclin I 
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3. Situation of the Viscera ( Anterior aspect ) 


Outlines of heart and vessels—broad red lines, Margins of lungs and 
individual lobes---dotted green lines. Limits of plenral sacs--solid green 
lines. Liver--red shading. Stomach green shading. 

( In part after His-Spaiteholz and Luschka. ) Fevre. 


To face page 6, 
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4. Situation of the Viscera ( Posterior aspect ) 


Outlines of heart and vessels—broad red lines. Margins of lungs 
and indivfdual lobes.-dotted green lines. Limits of pleural sacs---solid 
green lines. Liver---red shading. Stomach--green shading. 

( In part after His-Spalteholz and Luschka. ) 















5. Situation of the Viscera ( Right Lateral Aspect ) 


Margins of lungs and of individual lobes--dotted green Lines. Limits of Y 
pleural sacs--solid green lines. Liver and spleen—solid red lines. Diaphragm 
dotted red lines. Stomach (portion not coverd by lung)--green shading. - k 

| > | ^ 
|. In part after Luschka. ) | i 
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6. Situation of the Viscera ( Left lateral aspect ) 


7 á Margins of lungs and of individual lobes--dotted green lines. Limits of 
pleural sacs--solid green lines, Liver and spleen—solid red lines, Diaphragm 
—dotted red lines. Stomach (portion not covered by lung)—green shading. 
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drawn half an inch below the lower border of the thorax on 


- diameter is ten inches long and the antero-posterior six inches. 


Belationsofthe bony thorax will be apparent from the — 
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downwards as it crosses the gladiolus, to a point about two 
inches to the left of the sternum on a level with the sixth oh 


left costal cartilage. The lower limit corresponds to a line 


the right side as far as the ninth right costal cartilage, — 
and thence obliquely upwards across the subcostal angle to ง 
the eighth left costal cartilage. A slight curved line with. g 
its convexity to the left from this point to the termination 
of the line of the upper limit will denote the left margin E 
of theliver. (Gray). x | 

Roughly speaking we may define the extent of the 
hver thus: its lower border corresponds approximately 
with aline drawn from a point immediately below the 
lower extremity of the right costal margin to a point one 
inch below the left nipple. Connect these points with a ç 
point one and a half inches below the right nipple, by lines x x 
slightly —— towards the liver. <: 

In Bengalis, the liver is lighter than that “a a 
Europeans, being 45 oz. on the average. Its transverse | 





The thiekest part of the right lobe is two and one-half ` 
inches thick. —— ; 
The relations of the liver to other organs and to de 
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diagrams. “Above, the diaphragm, and at | 
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8 TROPICAL ABSCESS OF THE LIVER. 


the pit of the stomach, the abdominal wall. Be/ow, from 
left to right, the lesser curvature and part of the anterior 
wall of the stomach, the duodenum, the hepatic flexure, the 
right kidney (placed behind the ‘colon). Auferiorly, the 
abdominal wall. Posteriorly, the diaphragm (separating 
the liver from the right lung and the thoracie aorta), 


the suprarenal capsule, and the inferior vena cava.” ! 
"Classification of Hepatic Abscess : 
A. Etiological or Pathological :— 


The liver is the seat of different kinds of abscesses, 


which vary clinically and pathologically, 


1. Tropical Abscess. Hepatitis or Hepatitis Suppura- 
tive or Solitary Abscess :—Tropical Abscesses are not how- 
ever always solitary although they are frequently so; nor is 
any solitary large abscess of the liver (the so-called Primary 
abscess of the liver) confined exclusively to tropical 
. countries. They are very common no doubt in hot climates, 
but they do occur, though rarely, in England? and other 
4 regions outside the tropics; but in the temperate climate, 
P | abscess of the liver is invariably secondary. — multiple 





eh TM Book of Naked-Bye Anatomy (Text to Masse lates 
pipes | s plat — 


_ 1 Fagge's Text-book of Medicine edited 066 2 Ye II, P. 625 
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CLASSIFICATION OF HEPATIC ABSCESS. 9 


abscesses may unite and eventually form a large abscess. 
So the term tropical abscess probably is a misnomer. 

2. Pyæmic, or Embolic, or Matastatie Abscess—also 
common, especially in Europe. These are caused by 
infective matter carried from other foci of suppuration into 
the liver. They are, as a rule, multiple and small. 

an exceptional cases, a single hepatic abscess follows 
infection elsewhere in the body. Thug it has followed 
*utaneous abscesses, whitlow, parotitis, bronchiectasis 
(Muir'), parametritis and pyosalpinx (Roughton?), pros- 
tatic abscess (Lanceranux?), scarlet fever and influenza 


(Cimbali*). 


3. Biliary Abscess or  Cholangitis :—' These are 
abscesses connected with diseases of the bile duet. Chronic 
diseases of the duet of the gall-bladder may lead to 
inflammation of the liver. 

Abercrombie, Bright*, Louis and Budd? describe 
cases where the abscess of the liver co-existed with gall- 











? Edin. Hosp. reports II. P. 100, 

= St. Barthol. Hos. Rep. XXI. P. 176. 

` ‘Traites’s des maladies du foie et du Pancreas, 1899, 
* Guy's Hosp. museum no 1294, 

° Lo Sperimentale 1890, — 

° Observations No, CXXVIII and CXXIX. 

' Guy's Hosp. Reports, Vol, I., P. 630. 

* Observations No. V. 

. P Diseases of the liver, P. 92. 
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stones and irritation of the bile ducts. Intestinal worms 
sometimes penetrate into the biliary passages and 
produce abscesses. Kirkland! observed an intestinal 
worm escape with the pus rom an hepatice abscess. 
Abscesses produced by intestinal worms are mentioned 
by Lobstein,? Lebert,? Tonnelé* and Forget.5 For 
details of these cases the reader is referred to Frerich’s 


Diseases of the Liver. ® 

4. Suppurating Hydatids :—Not common here. 

5. ‘Traumatic :—Abscess of the liver may be caused by 
injury. This is very rare. Of 62 cases collected by 
Budd, there was history of violence in 2; Morehead out 
of 515 observations could trace this cause in 4. 


Traumatism may give rise to hepatic abscess in two ways : 


(1) directly: when a penetrating wound by a dager, or bullet, 


introduces micro-organisms into the lives Rarely a fish 


bone, or a pin may penetrate the: alimentary canal, enter 


into the liver, and cause suppuration there. (2) Indirectly : 
by so reducing the resistance of the liver and thus 


making a fit soil for pus-forming micro-organisms, intro- 
' An Enquiry into the present state of Medical Surgery, 1786. 
* Journal Complement. Tom. XXXIV, P. 271, 
3 Traité d'Anatom. Pathol. Tom. L, P. 412. 
* Journ. Hebdom., 1829, Tom. IV. 
* Union Médic., 29 Mai, 1856, 
* Vol, H, P. 118, Syd. Soc, Trans. 
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duced by the hepatic artery or the alimentary canal. 
Turner! referred only to 12 cases. It is not common. 
Again a latent abscess may increase and by leakage set up 
a perihepatie or subphrenie abscess. 

6. Abscesses from foreign bodies :—Also rare. Some 
foreign body is introduced into the liver, carrying with it 
streptococci and other organisms and so large abscess results. 

7. Suppurating tubercular and cancerous growths — 
They are also rare. 

This etiological or pathological basis of classification 
has not met with universal approval, “for the tropical 
abscess may be pyæmie in origin, and with the tropical are 
associated abscesses occurring with, or following upon, 
dysentery, the connection of which with a pyæmie infection 
of the liver isa matter largely of opinion” (Cantlie).* 
So he brought forward another basis of classification :— 

B. The Anatomical :— 

a. Suprahepatic abscess :—collection of pus between 
the layers of the broad (coronary) ligament of the liver. 

ó. Intrahepatic abscess: abscess within the liver sub- 


stance. 


(1) by Inflammatory changes within the liver. 


t Trans, Path Soc. vol. XXXIII, P. 177. 1532. 
* Encyclopædia Medica. vol. 7, P. 18-19. 








TROPICAL ABSCESS OF THE LIVER. 


(a) Hepatitis ending in suppuration or tropical 
abscess of the liver. 

(4) Traumatic. 

(c) Suppurated hydatid and other cysts. 

(d) Parasitic. | 

(e) Inflammatory hepatic lesions caused by gall- 
stones, pylephlebitis, and other diseases. 

(2) by causes beyond the liver, but within the gathering 
area of the portal rein.  Pyæmic :— 

(a) Dysenteric. 

(4) Appendicitis. 

(e) Diseases of, and surgical operations upon, parts 
drained by the portal vein. 

(3) from a general pywmie state, the infection being 
conveyed by the hepatic artery : multiple pywmic abscess of 
the liver. Dysenteric abscess, ° 

e. Subhepatic abscess: collection of pus between the 


under surface of the liver and the peritoneum. 


The hepatic abscesses have, from an anatomico- 
pathological point of view, been divided into four varieties ; 
so the third method of classification of the liver abscess is : 
C. Anatomico-pathological :— 

l. Metastatic or pyæmic abscesses. 
2. Single phlegmonous abscesses (Kelsch and Kiener) : 


Farsi 
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It is the variety ordinarily known as tropical abscess of 
the liver related to dysentery. 

3. Multiple fibrous abscesses (Kelsch and Kiener) : 
They are small and multiple. The development of the 
fibrous structure due to an inflammatory proliferation of 
the hepatic connective tissue may be strengthened by a 
deposit of lime salts and may thus arrest the suppurative 


process, without causing important morbid phenomena. 


4. Alveolar abscess (Chauffard): It is deep-seatfd 
and develops towards the surface in the form of an infarct. 
These abscesses are the result of partial suppurative angio- 
cholitis, and are caused by the migration through the 
biliary passages of a septic germ which may travel up- 
wards and induce the lesions of areolar abscess around 


and above whatever point it becomes fixed upon.! 


Hepatice Abscess. Tropical Abscess. Hepatitis or 
Synonymn. Hepatitis Suppurative. Solitary Abscess. 
Intra-Hepatie Tropical Abscess. Fr. Abscess du Foie. 
Gr. Leberabscess. 

By “Tropical abscess of the liver” we mean the 
Defination. single or multiple large abscesses whether 
dysenterie or non-dysenterie (idiopathic) which are commonly 


met with in the warm climate. 





1 Twentieth Contury Practice of Medicine, vol. ix, P. 557. 
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1 1 TROPICAL ABSCESS OF THE LIVER. 


Abscess of the liver is mentioned by Caraka and 
Susruta who flourished about 1000 B.C. 

History of N | j 
the liver Hippocrates directs that abscesses of the liver 

abscess, 

are to be opened by the cautery’. He states 
that abscesses of the liver are least dangerous when they 
open externally ; more so when they open internally ; and 
most of all when they open both internally and 
externally’. Galen approves of venesection and pres- 
ewbes detergent medicines ; purgatives are indicated when 
the coneave side is the seat of the disease and diuretics 


when the convex side is the seat.? 


Aretaeus accounts for the pain which is felt at the 
top of the shoulder or clavicle in this way: the liver 
being enlarged and becoming heavier than natural, drags 
down the diaphragm to which it is attached, and thus 
stretches also the pleura from its upper adhesions, whereby 
pain in the part is produced.* When pus is formed, it may 
be discharged by urine, by the bowels orit may point 

4 out outwardly. In this last case, he advises us to open it 
เว with a red-hot instrument. Celsus recommends bleeding, 
tà. purging, diuretics and when a vomica forms, it is to be 


eee 
! Coac. 457. 


* Prognost 7. 
> Galen's Methodus Medendi, xiii, Soc, Loc. vii. 
* Morb. Acut. ii. 7, Morb. Chron. i. 13. 
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opened and burnt!, Caelius Aurelianus? the metho- 
dist, justly eondemns as too bold and dangerous a measure, 
the proposal of Erasistratus to lay bare the liver, and 
. 

apply remedies direct to the part affected. Both Avicenna? 
and Serapion? make mention of taraxacum as a remedy. 
Haly Abbas® recommends diuretics; and when the 
abscess bursts into the cavity of the peritoneum he advises 
us to open it. When it makes its waÿ to the stomach, 
or the bowels, he prefers purgatives. Rhazes® alas 
explains the pain at the shoulder in the same way as 
Aretaeus. For the opinions of the other ancient authors, 
see the references mentioned below’. 


The liver abscess is essentially a disease of 


Geographical 


he T T 
Haras the tropies, though no climate seems to be 


exempt. 
Europe. It is rare in the temperate and cold climates. 


In England, it is rare. But Fagge* doubts the correct- 





1 Celsus, iv. 8. 

* Caelius Aurelianus, Pass. Tard. iii, 4. 

? Avicennn, iii. 14.1. 

* Serapion, iv. 

* Haly Abbas, Theor. ix. 30; Pract. vii 31. 

^ Rhases, Divis. 62; ad Mansor ix. 67 ; Conties, xvi, 

' Alexander vii. 19. Aetius X. 1. Oribasius Loc. Affec. iv 96. 
Nonnus (182), Octavius Horatianus ii, 13. Marcellus De. 
Med. 22, Seribonius Largus 30, Avenzoar 1. 13, Alsharavius 
Pract. xviii, 

Faggo's Medicine. Vol. II. P. 358. 3rd Ed. 
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ness of this statement. Of the 15 cases which proved fatal 
in Guy's Hospital he found that “only five of these cases: 
occurred in persons who had eome from China, or India, 
or the West Coast of Africa ; but in 10 there was no such 
history, and most of the patients, it was positively stated, 
š ` had never been out of England." Cases occurred in Ireland 
- (1818-26), Dublin (1818) and the Lancaster Asylum 
| before. France, Germany, Northern and Central Europe, 
are. now quite free, though formerly cases were far 
* from being rare there. It is present in Roumania, Italy 
^ and Dalmatia. In Gibraltar the mortality is 0:11 per 
| 1000, in Malta 0.43 per 1000. Im Cyprus it is rare 
though dysentery is common. It is more frequent m 


Greece, Turkey, Southern Italy and Southern Spain. 


Asia. It is very common in India: in Bengal ( death 
rate 1:35 per 1000), Orissa, Gangetic plain, Chota Nagpur, 
3 F North-Western Frontier, Indus Valley, North-West Raj- 
E putana, South-East Rajputana, Central India, Guzrat, 
E Deccan, Southern India, West Coast and the hill stations. 
It is most frequent in the Madras Presidency ( death-ra 
3? 63 pereent.). It is very common in Burma (2:30 per. 
Ee po: and Malacca (Stewarts). It is rare in Ceylon w RS 
Š x y dysentery is the type, but Marshall ick ins » 
* m mon occurrence there G 5 par not tha tte trengt | 
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GEOGRAPHICAL DISTRIBUTION. 


Straits Settlements are free. It is common in Cochin China 
and Tonkin (death rate of the French soldiers 2 to 3 per 
cent.) But the French authorities state it to be rare there 
(Foiret, Richaud, Saux and others.) It is absent in South ` 
China. In Hong Kong and the Chinese Ports (Wilson) it is 3 A ง 
rarely met with, though dysentery iscommon. So in the 
southern-most parts of Japan ( Kommamoto in Sikokf, and — 
Kiusiu and Nagasaki) where bacterial «dysentery is the 
prevailing form. It is rare in the northern parts of de 


empire. It is more frequent in Asia Minor. 


In the ast Indios the coasts of Java, Sumatra aid 
Borneo (Heyman) and the island of | Phillipines sa 3 ` 
are the chief seats of the disease. 7.It is more. rare ก 
Banka, Celebes, the Moluccas, the Riouw-Lingga Archi- — : 
pelago, and the Andamans (Douglas) [It is also rare in x É. 
Polynesia, the Hawaiian Islands (Gulick) and m 3 
( Dutroulau ). It was rare in New Caledonia before; | 
but there it has become common lately (Rochas), 
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is very - prevent 
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derabad (14: 54 per cent.) It is less common in Cochin 
| E (Day). 
| In Bombay, Morehead estimates the number of cases to 
- be 7:4 per cent. of the total strength of the British troops; it 

is on the slopes of the Ghats that the malady is most 
common (Hunter). 
` It is less common in Bengal, the annual number of cases 
— being 5 to 6 per cent. of the total strength (Macpherson). 
JA 3 It is especially common in some parts of N. W. Provinces 
Š E (MeGregor) 

Ee The following are the figures of = cases of hepatitis 
p. - Mnong the British troops :— 


z ^ ' | Presidency. Years observed 
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Morehead :— 
TE. | No. of cases of hepatitis : HE 
Race. ES — Mortalty. |. 
. UU Ula ee เ 60196 ้ | 
European Civil | 37 per cent of total ad. | 7'8 per eent. 
Hospitals, Bombay. | 6 mission. 
Native s `, P5 i5 ë 8 per cent. | 





Africa. It is common in Nubia 4 Pruner y E ypt 
(1: 0 per 1000) (Sachs), Algeria (Cambay) especially i in Orn, ne "E 
“Philippeville, Bougie, Senegal ( 12:4 to 96 per 
1000 ), Madagascar ( Borchgrenvink) and Mozambique. T 
(Roquette). Rare in Seira Leone and Lagos ( Macfar- | 
lane) though dysentery is common. It is common in the ` 
— Free State as result of dysentery ( Dryepondt) À 
à 1 and in St. Helena (death rate from hepatitis 29 per 
"i 1000) (Lombard). Zanzibar is quite free (Drago) and 
—— it is rare in Transvaal. It is common in Mauritius (Allan), 


kha Réunion ( Pellissier). It is very common in Sene- ` 


p C». 
» £ Y= Cu — ee sis =s 






gambia (Thevenot), the Bight of Benin and Bight of = 
Biafra ( Boyle), the Slave Coast ( Féris), the Gold Coast | เล 
VOLL and Fernando Po (Quetan). NRE a 
America. It is A are in New Orleans. (Gale | 
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It is more common in Domingo (Desportes) and Cuba 
ia (Sullivan) as a complication of dysentery but not ex- 
E clusively so. It is rare* in British Guiana, Demerara 
| (Blair), Surinam (v. Leent), and Cayenne. It is common 
in Brazil (Sijaud) but Dundas reports it to be rare there. 
a pat is endemic and extremely fatal along the northern coast 
| à F _ of Chili though enjoying a temperate climate (Murillo) and 
x ‘coast of Peru (Tschudi). It is also common in Venezuela 
(v. Archen). | 
m | Central America: It is of frequent occurrence in 
* Panama, Costa Rica, Guatemala and Salvador. The 
West Coast of Mexico is more subject to it than the East 
เล ง but generally it is rare there. 
United States: It is rare there. Acute hepatitis is un- 
5 common even in the Southern States (Nott and Little). It 
‘is rare in northern states but more frequent in the south 
E ón). 
À Australia: In Australia hepatic abscess is met with, 
but ‘far less frequently than in India (Waring). 
Le: The northern coast of the Gulf of Mexico forms the 
BX mit of hepatic abscess in the Western Hemisphere, and — 
e e Mediterranean form its limit in the Old World (Hirsch). - 
4 usv we ste that the hepatic abscess is not met with unifor 
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Sumatra, Mexico, Peru, Chili, iti is much bs common mn 
the West India islands, China, » Brazil, and Guiana. Both 
Lombard and Hirsch maintain. that “hepatic abscess — 
not occur frequently, in the egrresponding parallels: of - 
latitude in the United States, which i is true of the Atlantie 
border, but is not correct of the interior continent, the 
valley of Mississipi, and its tributaries”.! Ld 

* Table of the relative frequency of hepatites, congestion, y 

and abscess of the liver in European soldiers in forei P3 

stations (Nash. )° 


















i = š 
STATION. 5 Ë E ' 
Ë 
“ x ซี (เร ธิ | 
Bengal... á … | 1888—90 125,371 -2831 
(3 veurs.) | é 
Madras... N | 1889—91 | 54,40 1018 
ห (4 qm r 
` Bombay T^ eas "TP l — fé) 37,580 517 
| (3 yeurs,) | À P 
Ceylon x e| 1888—91 4,558 | 6 
(4 years.) d "LN: A À 
© West Indies (White) 7... " 4,340 ww 
—  - Harmuda M % ji - 488 |. Bi 
^ - ง | 
à ; » Canada «6 ๕ . LL 5858 Y x 
Gibraltar - =. <= + 18,858 29 | | 
pus ¿alta —.., T 7 Š 27,621 189 
Je ' China ... ... จ จง 6,441 | | g6 
v 4 ๒ 5 9 la ° | 
. Straits Settlements ... si 3,584 24 
| Mauritius ° ^ ^. — 2,025 22 
d South Africa x * 13,200 | 60 


3 Popper's System of Medicine, Vol. II. p. 1008. Dabo 
2 This table is condensed from the information “par B 
ide aD MT - £ pan raw 
) Lie PE id iem 
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As dysentery (amebie) is commonly adduced as 


Geographical . the sole cause of tropical abscess of the 


x distribution of 
Ma จ ๒ ๐ dy- liver, let us see how far the geographical 


sentery. 


distribution of dysentery corresponds to 
that of liver abscess. , 


Europe. Ameebic dysentery oceurs sporadically in 
St. Petersburg, Konigsbure, Kiel, Hambure, Berlin and 
other towns in the north of Europe. It is rare in England 
bet more frequent in the Central and Southern regions of 
~ Europe—Italy and Greece. Jäger reports a moderate 


x E. „epidemic i in the German army in East Prussia 1901. 





LI 

น 

hd e 
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4 Asia. It is very common in India; but seldom met 
is with in the upper provinces ( Duncan). More common in 

s Caleutta though the bacterial variety is the prevailing 
“type It oceurs in Siam, Indo-China and parts of China. 
It is very prevalent in the Philipine Island ( Strong and 
and forms 67 per cent. of the total cases of dysen- 
T tery. In Manila it forms 80 per cent. of the cases and more ` 
than 30 per cent. of the white men suffer there. It is more 
— common along the coast line of India than the interior but 
- contrary is the case in Ceylon ( Fernando) where it is rare 


Africa: Egypt is the home of the — It is 
x frequent in Algeria and Senegal. No part of Afric: 
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exempt, but the Daily variety predominates on the West | E ia 
Coast. In South Africa, it is rare (Beveridge). It is » 


endemie in Mauritius. Ka 


- Å = 


Ya 


America. Isolated cases occur in Michigan (Dock) and 
Philadelphia (Musser), More numerous in the middle and | 
southern states. It is the commonest variety in the United ` 
States (Osler). It is not very common in the British, 


M+ $ 
Dutch and French Guiana ; more commonly met wit MIN 


Cuba, Martinique, Rio de Janiero, and other parts of Br i 
and North of Chili. In North America, it is common le $ 
districts approaching the sea level—as the shores of Cheasa- | 
peake bay, Gulf of Mexico and Mississipi valley. | 
Thus we see that liver abscess is most common in | 
countries where amæbic dysentery prevails. Manson! 
says: “The geographical ranges of liver abscess and dysen- 
tery concur, therefore, only in warm climates, and in them - 

| only to the extent that liver abscess is rare or unknown in 


places | where dysentery is rare or absent." But its absence ง ง š 


ew 


| does not necessarily prove the absence of dysentery, and it is 
Frat UM. «In the West Cie athough dysentery is 
common, liver abscess is relatively rare. — แว ส 9 Dre FO 
A glance at the map will at once show that the areas à | 
marked for their prevalence do not wholly coincide. PM x 


























CHAPTER Il. 


Etiology of liver abscess, Hepatitis. Altitude. Tropical 
climate. Meteorological conditions :—1. High mean 
temperature. 2. Ficissitudes of temparature. 3. Seasonal 
Frovatence. Liver abscess and dysentery in Calcutta hospitals. 


Relation of liver abscess to dysentery. 


Acute and chronic hepatitis is more commonly met with 
Hepatitis. in tropical regions than in temperate 
zones, And hepatitis often plays a significant part in the 
etiology of liver abscess. It is caused by the injestion of 
rich food and stimulating drinks with deficiency of exercise. 
But as Europeans who habitually over-eat and drink . 
an — climates, and who also — there from 


4 
๑ "i 
hie 
um 
- 
[ว 


must be some local causes in — the ailment 
AA in the tropics. 


The influence of altitude as moderating the tempera- 
ture, and so the prevalence of liver abscess — 
can not be doubted. In Algeria, it — | 
at ssi elevation. of 3000 metres (Ronis); it is absent at hig ig 
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elevations in Mexico and Peru (Jourdanet and Tschudi ). 
But it is often more frequent at moderate elevations than 
at the sea level; and so at Secunderabad, 1700 ft. above the 
sea level, fatal dysentery, with liver abscess, was very 
common untill the introduetion of sanitary improvements 
in recent times, The following table shows clearly the 


influence of altitude (Davidson ) :— 
Elevation in feet. 


Below 100... 2'8. 
* 100 to 500 ... Z4. 
1895 ... ) p, a Admission per 500 , 1500 .... 17. 
1896 ... — epee ser re 1000 for liver 1500 , 3500 ..."21. 
1897 ... PUR abscess. 3500 , 5000... T9 


5000 , 8000... 12, 
8000 . 13000 .. OO. 


Even in elevated localities it may be common, as we 
know of its more frequent occurrence on the slopes of the 
Ghats in Madras (Balfour) and Bombay ( Hunter) 
Presidencies than on the plains of Bengal Great 
influence is atributed to the heat of the climate in 
causing inflammation and abscess of the 


Relation of 
Hver abscess iver, A hot climate, no doubt, deranges 


to tropical cli- 
mne. the functions of the liver and causes 
increased secretion of irritating bile. But heat of itself 
does not appear to be the principal cause of the disease 
(McGregor). Its frequency within equatorial countries 
varies under the same sort of climate; it is more prevalent 
in Mauritius, Algeirs and Chili with a comparatively 
mild climate, than in the highly tropical j countries, as 
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Jamiaca, Guiana and the south of China. It is more fre- 
quent in Madras than in the highly tropical Bengal. it has 
also been found that the disease touches its maximum , not 


in the hot season, but in the colder rainy season. 
Li 


The heat is certainly not the only factor in its eawsa? 
neris, as sailors employed in the trade of India do not 
suffer; nor do those who by their trade are exposed to high 
temperature, as glass-blowers ete. (though cases are on 
record where such men developed liver abscess). It is on 
the continuity of the cause, chiefly acting in conjunction 
with other excesses, that we must seek for a solution of 
the problem. The liver has more work to do, and this 
additional work is then remotely the cause of liver abscess 
in a man, whose liver has been rendered inadequate by 
alcoholism and attacks of dysentery. Again heat depresses 
the vasomotor mechanism, thus exposing the man to be 
affected by a chill, to which Europeans are especially liable 
in India from the constant use of warm clothing and by 
fatigue induced by over-work. The Indians undertake 
hard work in the morning and evening and take rest at 
noon ; and they always use light clothes ;—habits which have 
been acquired instinctively. Consequently they do 
not suffer so much from heat like the inhabitants of cold 
climate residing in the tropics. As the natives do not 
suffer and as the European females and children are not 
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liable to the disease, though equally exposed to heat as the 
men, tropical climate can not be held solely responsible for 
the occurrence of liver abscess. 

The influence of high mean temperature in determining: 
Miel abscess of the liver can be easil y inferred 
T His mean from its geographical distribution. Rouis 
ee observed that in 1843, 1847, 1849 and 18535, 
the temperature was high in Algeria, and the cases 
of liver abscess were also more numerous. Graves 
relates a case of liver abscess in a glass-blower® a 
trade in which the workmen are subjected to great heat. 
The liver is excited by more secretory work falling on it 
in hot than in temperate climates, some of the effete 
materials which would in temperate regions pass away by 
the lungs, being removed from the system by an increased 
flow of bile. But the effect of high mean temperature is 
not uniform as will be apparent from the following table 
compiled by Mouat for the military stations in the 
Madras Presidency! :— 


Table of admissions for hepatitis, with the mean 


temperature. 
Mean temp. of Admission per 
Station. the vear. 100 men. 
Trichinopoly Jia 84° F isi IET 
Wallajabad T 037. M 17 





1 Madras Quart, Journals. 1839. 










. of temperature, 
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i shea ; Admission per 
Station. Mean temp of mission pe 


the year. 100 men. 
St. Thomas Mount ... BO eg, GANT 
Masulipatam ke. 1003 — 49 
Madras — 83? ., — 74 
Bellary + 83? ,, es 8-2 
Secunderabad has 81?., TT 1455 
Arni Se BL rat 57 
Arcot Pa BI. A 13:5 
anse TT 80° ,, ม อ ง 8:7 
Bulgam "s 10; — 9°2 
Bangulore Es 74? ,, a 11:1 


Another effect of heat is to favour the growth of 
amæba, so intestinal amæbiasis becoming common, may set 


up abscess of the liver. 


Tropical climate no doubt determines the incidence of 
hepatie abscess. But heat is only one ‘factor of tropical 
climate and the other meteorological condition must be con- 
sidered, e. g., the cold at night. 


From solar exposure, heat and consequent excessive pers- 
2. Vieissitudes — Piration, the skin is rendered irritable and 
weakened, and is therefore more susceptible 


to variations of temperature, which, both seasonal and daily, 


are rapid and great. Hence the surface of the body being 
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easily chilled, the internal organs, especially the liver, in its 
excited condition, suffer much in the same manner as in 
the “cold stages” of fever.. We tlfus find the comparative 
rarity of liver abscess in Straits Settlements and British 
Guiana with a hot, moist but equable climate as compared 
with Senegal and Chili, where there are fluctuations in the 
high temperature. The equatorial belt, is the area of 
equable temperature. There the diurnal and nocturnal 
fluctuations in temperature vary but a few degrees, and 
consequently chill is uncommon ; and we find liver abscesses 
to be as rare there as in the cold climate. But in India, the 
climate is marked by fluctuations in temperature, which 
exerts potent influence upon the prevalence of the disease. 
The Europeans after their return from the tropics sometimes 
develop abscess of the liver due to the inclemency of weather. 
Change of temperature, Macleane attributes as a cause not 
only of acute congestion of the liver, “but of fatal suppura- 
tive inflammation" Davidson mentions a case in Mauritius, 
where an intemperate Hindu developed liver abscess, by 
sleeping on the damp ground, during night’. “At stations 
where the days are very hot,” says Murray, “and the 
nights cold, or where the transitions of temperature are 
great, sudden and frequent, there will be more hepatitis in 
a corps than where the temperature is uniformly high." 
* Albutt's System of Medicine, Vol II, Part II, P. 584. 
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In the previous history of patients suffering from liver 
abseess, we often note chill as the exciting cause. One 
of the causes why the European soldiers and sailors suffer so 
much, has been described by Johnson and Martin! to be 
that when “exhausted by exercise in the heat of the day 
and by profuse perspiration, he strips himself the moment his 
duty is over and throws himself down opposite a window 
or post, to inhale the refreshing sea breeze; his shirt in all 
probablity, dripping with sweat." The thermometer at 
Bombay and Caleutta, in January is frequently as low as 
55° in the night, and in April indicates up to 90°, or higher in 
the day ; making an annual vicissitude of 357. Sir James 
McGregor? in his report to the Medical Board at Bombay, 
for November 1800, observes that the mercury had an 
extraordinary wide range from 50° to 130° in the open air. 
And he shortly afterwards adds—**Mofe cases of hepatitis 
appeared than in either of the two former months.” 


Twining remarks: “The most common exciting causes 
of hepatitis appear to be diurnal alternations of temperature, 
which occur in Bengal at the beginning of the cold season.” 
In Senegambia, the disease is at its maximum in the season 
when the temperature during the day rises to 104°F, but 

| The Influence of Tropical Climate on the European Constitution, 


Page 234. 
* Edin. Med. and Surg. Jour, 1805, Page 271. 
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during the night falls to 68°F, on sometimes to 50°F in 
the morning. Many  authorities—Larrcy, Johnson, 
Morehead, Vauvray, Vidaillet, Marrillo, Boyle and others— 
regard this extreme diurnal range of temperature as a causal 
factor in the etiology of liver abscess; but there are surely 
other factors at work, to cause the varying prevalence of 
the disease in localities which to all appearances are equally 


exposed to similar conditions of temperature. a 


Liver abscess is very frequent after rainy seasons, and 
Seasonal Pre. Just at the beginning of the cold season when 
— the range of temperature is greatest.JRogers 
denies any seasonal prevalence in Calcutta, his cases being 
indifferently distributed throughout the year. But the 
other Indian authorities—Twining, Murray, Geddes, 
Annesley, Waring and Morehead—agree “that the maximum 
falls at the end of the rains and in the cold season (accord- 
ing to Morehead in February and March, and in Novem- 
ber, December and January)” (Hirsch), 


Waring... Madras...245 fatal cases 
101 or 41:6 per cent in cold season. 

79 or 32°5 p 5, in rainy , 
63 or 25-9 ,, , in hot 


Cochin China...51 cases 
48 in rainy » 


29 
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'Thevenot...Senegambia...51 cases 


31 from October to March. 
Ll » April to June. 
9 ° .» July to September 


(hottest period.) 
The majority of my cases occurred during the rainy 
season. Thevenot, at St. Louis in Senegal, dates 51 out 
of 51 cases from October to March, in the cold season. 
e 
¿The relation of liver abscess to dysentery wil be 
apparent from the following table which 
The number — man | 
of cases of li- shows the statistics of admission of the two 
ver disease ] : 
and dysentry diseases for twenty years in the Caleutta ` 


treated in the ; : A x 
Calentta hos- hospitals. It will be seen that diseases of liver, 


pitals. 

not to speak of liver abscess, are very 
disproportionate to the number of cases of dysentery treated 
in these hospitals. Again it is evident that the proportion 
of liver diseases to dysentery in the Campbell, Police 
and S. N. P. Hospitals, where Indians are treated is remark- 
ably less than that of the Medical Cellege, Howrah General 
and the Eden Hospitals where both Indians and Eouropeans 
are treated and the Presideney General and Ezra Hospitals 
where the patients are exclusively Europeans and Jews. 
| This shows that dysentery though very common amongst. 
the natives, does not give rise to liver abscess amongst 
them in proportion to what happens in the — 
community. ` 
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Vi. Howrah General 
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HI. Eden 
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VII, Police 
พ น ลม บ 





RS Le rf ! ` ç P — P 
E 

$: \ 
^ 

Y” 3⁄4 TROPICAL ABSCESS OF THE LIVER. 

Ÿ 

E The relation of liver abscess to dysentery has been 


observed from the early times. Budd first propounded the 


ree 


theory that the liver &bseess is always due to purulent 
" absorption from the dysenteric bowel. Macnamara says: “I 
EC think there can be no doubt as to the fact of the very com- 
s mon association of liver abscess with dysentery,—the nature, 
- however, of their connection is uncertain." Waring’s 


gu 
- " 


“table shows the proportion of eases of hepatic abscess occur- 


t“. 


ring after or during the progress of various diseases :— 


š No. per cent. 

i, Hepatitis, acute and chronic … 131 or 43-666 

H Dysentery, acute and chronic G^ Q OR, 133242008 
r Dysentery and hepatitis, or hepatic 

dysentery on AS > 4:008 

= Fever or common continued fever ... 14 ,, 41-666 

ha ; Intermittent fever m. — 5 .,, L50688 

E Remittent fever - ud € A s TOM 

' ก Diarrhcea or purging... B ar EPA 


— and intermittent fever — ... 1 








abscess there was history of dysentery in 96 only. n x 

Even supposing that in many of these cases the symptoms | Í 
` of dysentery were latent, it needs explanation how only in 
82 cases or 27-3 per cent. only was hepatitis preceeded by ian f 
symptoms of dysentery. | 9. ye 34 


tery does not commonly cause liver abscess as one — 
eomplieations. InG Ge 
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No. per cent. 


Consumption TT 2 





Constipation and a swelling. — 


















ing ventral hernia TM 1 , 6:883 x ) 
Injury of the side from contusion b 

or fall i» n A 3 ` 
Uleer on the leg followed by d ysentery l A 
Disease of the brain... F 1 Me - Ë | 
Acute ophthalmia Ny: ne l x 
Disease of the knee-joint is I 
Pneumonia (?) following unusual exertion 1 | 
Doubtful Sm s; 00 R8 4 88H 

300 100- 000 


ar 
Here we find that out of 300 cases of tropical liver 


I 
r P 
P 


' a 


We have the evidence of other observers also that dy se — 


rm: Up: ume eae that ha 
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abscess sometimes occurs as a complication of dysentery, but 
they are always multiple and of embolic source; 
and itis remarked that“ those abscess must not be 


confounded with tropical abscess.” Cameron! says that. 


 — WAI —— . H ' —— — — IM — — — — — ——— — — T. — 9 sh 9 M '.—Ə— . — 





| No. of 
()bserver. Place. | Year. No. of cases | 
| dysentery. | liver 
๑ | abscess 
— — — — MÀ — — M M — — — — — —— 
Waring Madrns 1826-43 | 2758 log orz5 
per cent 
Finger Prague 11846-4148 | 231 0 
Altschul z: 1880-84 | 279 l 
Marston 2 Malta, Crimean war Numerous 2 
เศ ซา ` Franco-German war 2 rare 
t| Nancy i SO fatal cases| O 
Baly? Millbank Penitentiari| 1840-47 | Many 0 
Broussais France 1805-06 17 0 
Davidson Boer War 1899-02 | Numerous rare 
Washbourn* (| Imperial Yeomanry n 252 1 
Richards i Hospital 466 1 
Buchanan* India prisons 681 | 
Rokitansky Dissected 
many cases | rare 
Wilson Chinn Common E 
Chakrabarti’ Medical College, 1864-65 | 280 (41 3 
Calcutta, post mortem ) 
Gemmel* Lancaster Asylum RO 


` Med. Times and Gazette 1853. Oct. 365. 

Medical Times. September 1856. 

: * Gulstonian Lecture on Dysentery 1847. Med, Gaz. Vol. IV. P. 885. - 
* Washbourn and Richards, B. M. J. 1900. II. p. 668. 
* Buchanan W. J. Journ. Trop. Med. Vol. I. p. 173. 1899. 
* Dr. Wilson in the Records of Hospitalship “ Minden." 

$47 * Dr. 8. J. Chakrabarti in Indian An, of Med. Sc. 1865 Page 150. 

| Gemmel: Idiopathie Uleerative Colitis P. 24, 1898. 
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dysentery is rarely complicated with abscess of the 
liver in Ceylon. 

Abercrombie! regards the association of liver abscess 
with dysentery as “accidental combinations, but indepen- 
dent of each other, though they may considerably modify 


the symptoms”. Murchison, Macpherson and others 


concur with this view. 


But the objection raised against these statistics is 
that the epidemie and institutional dysentery and that 
of war in temperate climates, are caused by the Shiga 
bacilli. In the bacillary dysentery of Japan, Shiga has 
never seen liver abscess as a complication. Asylum 
dysentery has been studied by Mott and Durham? in 
England and by Vedder and Duval? in America. Even 
in one-half of the cases of dysentery due to Shiga’s 
bacillus, Birt found multiple foci of suppuration in the 
liver. But Jäger has shown that epidemic dysen- 
tery may be of the amæbic type, as in the recent epidemic 
in the German army in 1901, in East Prussia. 
We may however draw the conclusion that bacterial 
dysentery is not followed by tropical abscess of the 


liver. 





! Dr.“ Abercrombie’s Diseases of the Stomach, second ed. Page 266. 
* Mott, Transac. Epidemiolog. Soc. 1902. 
-3 Journ. of Exp. Medicine vi, p. 181. 
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There are other observers who can trace liver abscess 


as a complication of dysentery in the autopsy. 





















| post No. of 
Observer, | Year. — Mocality. | liver abs- [Per cent. 
ไส ห เจ แล เท่ ะ | 27 TE dysentery. on 
Schneider 1873 ก ร ท ร ณะ อ” ร 395 57 14 
Beringer-Feraud 1883 | 411 Senegal 145 45 
Annesley d 29 India 2] 172 
Haspel 25 13 52 
Gluck 28 Bucharest 16 57 
Morchead 30 Bombay 12 40 
Cheyne’ 1818 | 30 Dublin | 4 133 
Parkes | | 25 | 28 
Waring | | #00) » India | 96 31 
Woodward | 3680 | | 779 21 
| ‘Sanitary Commis- — 465 | India 35 
= sioners | ] 
y Ranking | 127 | | 28 22:05 
CA x 
Y Ranking, out of a total of 150 antopsies, found :— 
3 ญ่ Dysentery with hepatic abscess = 4l 
i y» without ,,  ,, | = 99 
๑ Hepatice abscess without dysentry = 10 
150 






- 


ne Dr. Cheyne in Dublin Hospital Reports Vol. TII. 
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The table compiled by Hirsch! gives a ratio of 192 





cases of coneurrent.abseess of the liver in every hundred 















fatal cases of dysentery :— EC 

Table of the frequency of hepatic abscess in cases of s 

dysentery (from ‘post mortem reports). —— 

Concurrent ye 

2 Pol. Wm Total deaths E j ; 
Authority. | Locality. from dy sentery. — 























Ranking India | 140 | 4l — LE 
Waring 25g n5 ก 
Ballingal 35 | NC Tah, 
Eyre | Madras 118 ee 
Moore Bombny 404 | 90 
Stovell " | 129 | 25 
Macpherson Calentta 293 | 45 
Chakrabarti - 39 3 
Marshall | Ceylon 247 | 49 - 

Arthur , Burmah 20 | 4. 

1 Taylor B 53 | | x 

Í | — Bourgarel ๑ | Cochin China Y 

DT Gayme 6 
— 








Sot จ ผา ห รั พ 


> A... 
|| UU See 
ra L Pet I 


Pra Ld 





Ë | 











40 TROPICAL ABSCESS OF THE LIVER. 


The association of liver abcess with dysentery has been 


however observed by many authorities :— 











Cases of Cases of] Percentage of 
Observer. Country. | Jiver abscess, dysen- | cases associated 
' tery. | with dysentery. 
Annesley | 1 ndia 29 21 72 3 
Waring | = 204 + 723 
Sanitary Com- re 509 te} 530 
missioners ( 1896. | 
1400). | 
Rogers | Calcutta 63 | | eor 48 
Sachs Egypt 45 x 417 
Knrtnlis a 500 — | 55 to 60 
Zancarol ร IH I 590 
Haspel Algeria | 25 | 13 | 520 
Kelsch and 2 | ( 500 | 850 
Kiener! | (314 | 268 75:0 
Smith (1570-95) | Seaman's 45 | อ 38 S40 
T | Hospital, | s. 
aterman Ed- | 690 - 721 
wards | x 
Budd — | | 17 10 | 59 
Campbell | Guy's | 69 22 32 
(1870.89) | Hospital. | 








' Kelsch and Kiener. Traite des Maladies des Pays Chourds. Paris, 
1889. 
Kelsch, La. Sem. Med, 1900 March 7. P. 80. 
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The following table shows the frequency of hepatic 


abscess m cases of dysentery :— 







































|^ B =a. | à 8 
| 8* & | = ° ๐ = 
Observer. | Country. | = = "t z 2 š 
| tox L- | - z = 
| © 5 = - = = hy 
2 - "m (๒ | 
| 2 x i 
" le | Parl 
B | 
1 | 2 3 4 > | 6 | 7 
whea Aei drit uM ee cio MR — 7707 
| 
Macpherson General Hos- 160 84 | 575 | 21 (131) 
pital, Cal- | 
cutta, | | 
French Surgeons! Algeria 157 65 | 41'4 1 20 |127 
Marston Malta 48 A Gt À 4| 83 
Eyre MadrasFusi- 118 | 49 | 416 | 27 |228 
_ liers. | | 
Waring India 633 * | T 
Stovell General Hos- 129 71 550 
pital, Bombay 
Leith (1 year) n | «af 
Do. (several M. | 92 
years), 
Moore อ 196 60 | 30'6 
1580 
Innes Secunderabad)... 
Parkes Burma | 25 : 
Marshall Ceylon 25 : 
Macnamara Madras 51 
Morehead Bombay 30 : 
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Moore! points out that 5 observers out of 14 accord a 
percentage of 15 cases of liver abseess in 1580 cases of 
dysentery. He explains the high percentage in the cases 
wrouped under C by the supposition that possibly all cases 
of liver diseases are included in the column 6 and not liver 
abscess alone. Again if liver abscess be a common com- 
plication of, and is caused by, dysentery, how are we to 
explain that 77 per cent. of cases of dysentery grouped 
under A developed no hepatic abscess. Azevedo Sodré re- 
marks? that “if we take the figures furnished by the statis- 
tics of Waring, Moore, Macpherson, Marshall, Morehead 
and Dutrouleau, we shall have a total of 1,997 antopsies of 
dysentery with 407 abscesses of the liver” or 20 per cent 
only. The question however can be now answered by the 

' 

fact that formerly amebic and baeillary varieties of dysen- 


tery were not recognised, and that liver abscess occurs as 


a complication of amæbie dysentery only. 


; So the old statistic are useless for determining the true 
a relation of hepatic abscess and dysentery, for then. 
P 

i 

A '! Diseases of India, 2nd Edition, 

* 


2 Twentieth Century Practice of Melicins. Vol, XVIL P. 252. 
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amcebie dysentery was not identified. So let us study 


some of the recent statistics :— 





















| No. of — ๑ No. of 
Observers. bic Uysen- liver Country. | per- 
tery, abscess. | comt. 
| | | 
Kruse i 11 4 | 363 
Pasquale \ 
Councilman , 9 6 | 006 
Ltleur ` 
Strong 96 14 °| Philipine | 146 
Islands | . 
Osler’ 100 25 United | 25 
States, | 
| Griesenger 186 2 Egypt. | LOT 
Harris 35 2 57 
| Futeher* 119 27 | 22'6 
| | Craig 74 | 43 
| . | Councilman à 2590 507 Tropical ! 20 
8 | leta ' ra | 
= © MUsgTrove ง ^ or 
AS Kruse ว 
i Pasquale ' 57 * | 11 
> Harris 95 | * | 15 


- — — — — 
š — ut me — — — — 





Thus we see that the ratio of dysentery to liver abseess 
is by no means constant. In some eases it is as 4 to 1. 
Bat in others the ratio varies within wide limits. Again 
we know that liver abscess is rare amongst the natives 
in places where the foreigners suffer to a marked degree ; 
anl ala» it inecsasss by war aal other assidəntal causes. 


E ç 


—— 3 Osar, Tasory and Practica of Medicina. P. 196. 1901. 
a Amœæbie Dysentery. John Hopkin's Hosp. Rep. 1890-91. ง —* 
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So the relation between abscess and dysentery is a con- 

tingent one ; other factors determining whether dysentery 
will give rise to abscess or not. 

The modern pathologists, however, look upon dysentery 

as the sole cause of tropical liver abscess. 

TA igni Macleod in Shanghai found in 40 cases of 

liver abscess, history of previous dysen- 


tery in 39. Manson! supports the same view and asserts 
r 


that in 75 per cent. of cases of hepatic abscess a history of 


dysentery can be elicited. Olmeta and Vaillard regard 
dysentery as the sole cause of liver abscess. The re- 
searches of Dutranbau and of Kelsch and Kiener “have 
shown the close relation which exists between dysentery and 
suppurative hepatitis. These two endemic diseases describe 
a parallel curve, and in all latitudes any influence, which 
like war, famine, ete., determines an increase of dysenteric 
troubles, will also cause an increase of hepatitis.” Rogers in 
Caleutta found 90 per cent of his cases associated with 
dysentery. In 56°5 per cent. he had both clinical and post 
mortem proof, in 20°63 per cent. post mortem proof, and in 
14-3 per cent. clinical proof only, of the occurrence of dy- 
sentery. 

Macleod explains the absence of dysentery in the 


observations of others by the following remarks : — 





1 Manson. “Abscess of the Liver," Qain's Dict, of Medicine, 
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1. History of anticedent dysentery may be over- 
looked. 

2. Extensive dysentery may not give rise to active 
subjective symptoms. x 

3 Many patients forget to mention dysentery in 
their history and often confound it with diarrhea. So we 
cannot affirm that dysentery was absent in these cases. 

e 
Btt we have the evidence of other observers in the 


field — 








shy ot No, in which 
Observers. atal dysentery Examination for 
liver : ย 
— present, amæba, 
Morehead 21 0 
Kartulis 33 22 11 had no dysentery. 
No amæbn in pus 
or abscess wall. 
Kruse r 
Pasquale + = S š * 
Hong Kong, 1903 ^" 5 1 + 2 
Sanitary Commis- ) 
sioners, Bombay > 74 Z2to3 per | 72 y 
1888-94. Y cent. 
Childe Many 0 ...... 
Meyer (Medical 
lege, Bombay.) N 0 No history and no 
post mortem.signs of 
dysentery, 
Davidson * 0 
Frerichs 8 0 
Louis ) 16 |Ulceration in| 2 of which are tuber- 


Andral 4 3 cular. 


Even am«ebie abscess has been found to occur in cases 
where the colon was normal at the autopsy (Burton, 


"mac. 
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Flexner, Thompson and Futeher). Kelsch and Nimier! 
deny that amæbæ are responsible for the production of 
liver absnes. 

Eichhorst calls attention to the fact that abseess of 
the liver is especially a disease of the tropics independent} 
of dysentery, and the Frequency of its occurrence in temperate 
climates may be a coincidence. Again “a history of previous 
dysentery is net sufficient to stam p a liver abscess as 
ameebic, or even dysenteric, if there are neither lesions, in the 
bowel nor amcebwe in the pus or in the wall of the abscess” 
(Davidson). It is moreover possible for a large single 
abscess of the liver to follow a non-amæbic diarrhea. Large 
single abscess has occurred in persons who have never been 
out of England. Bartholow? remarks: “In the valley of 
Mississipi and its tributaries where liver abscess is 
comparatively a common disease, it has been found to be 
associated with an affection of the rectum—“the disease 
proetitis"—*'although having a dysenterie form, is not 
ordinary dysentery". Raleigh? says: “But, I am also 
quite satisfied that dysentery as it oceurs under the ordinary 
interpretation of the term in Bengal and affection of the 
liver are not in any way whatever connected with or 


Bull. Acad, de Méd. Paris. 1900, t. xliii. p. 237, 
* Pepper's System of Medicine, Vol, IT, page 1004. 
* Observations on Idiopathic Dysentery as it occurs in — 
in Bengal, by W. Raleigh, Calcutta, 1842, Page 10. 
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dependent on each other, and that whereas hepatitis is 
comparatively a rare complaint in the lower provinces of 
this division of India, dysentery is the most frequent and 
most fatal disease of Bengal under all its forms" 

Again one should be careful in diagonosine a case as 
dysentery simply from the presence of blood and mucus in 
the stool. Canthe! observes: “An intestinal fux with blood 
and mucus may or may not be dignified by the name of 

๑ 
dysentery. We are apt to regard the presence of blood 
and mucus in the stools as indications of a specifie disease, 
namely dysentery; but it is possible that mere portal 
congestion, with changes in the radicles of the portal 
vein or the intestine, may cause a flux of blood and 
mucus of a temporary nature and of non-specific character. 
Certain it is that, with the presence of pus in the liver, 
a flux of the kind, and lasting for a few days only, is a 
common feature. Dysentery, as a specific ailment runs a 
definite course ; but an intestinal flux, resembling dysenteric 
motions, may come and go, during the presence of pus in 
the liver, in a somewhat erratic fashion totally unlike true 
dysentery”. 

Murchison is of opinion that as the result of observa- 
tions in Burma * a large number of abscesses of the 





: Enoyolopædia Modica, Vol. 7, Page 27-28. R 
* Observations of the Climate and Diseases of Burma, Edin. Med. 
and Surg. Journ. 1854, Page 245-47. 
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liver met with in tr pical countries can not be ascribed to 
dysentery. There were cases of recovery without any 
symptosm of dysentery before, during, or after the malad y, 
and this statment is corroborated by Morehead™, Bristowe? 
Frerichs * Maclean * and others. 

Again it is qnite possible for an abscess of the liver to 
be assoiciated with amæbie dysentery, and to be the result 
of the dysentery, but yet not caused by amæbæ, Haasler 
vould not detect in the abscesses of the liver of the 
German troops in China, any amceba but found cocci and 


bacteria of the colon group. 


Sir R. Martin and others were of opinion that liver 
abscess was intimately related with disease of the cœcum : 
but they could not detect hepatic abscess in more than 22 
vases out of 72 cases where the cœcuin was affected. 


§ Moreover their observation has not been centirmed. 


Now if the presence of amoba be the pathogonomie of 
tropical abscess, the history of dysentery 
Dysentery may need not be invariably present, for amæbic 

be an indirect z a ร่ l 
cause, diarrhea may give rise to liver abscess, 


Also amæba in the intestinal canal may 


1 Researches on Dis. of India 1856 TI page 10. 
< E 2 Path. Trans, 1858 IX page 250. N 


^ Dis. of Liver II p. 116, 
* Reynold’ System of Med, 111. page 324. 
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cause liver abscess without giving rise to diarrhea and 
dysentery. Again a patient who suffered from amebic 
dysentery years before, may develop abscess ‘of the liver 
as the result of dysentery and yet not caused By an 
invasion of amæbæ. In othér words an amæbie dysentery 


may be the indirect cause of an idiopathic abscess. 


Abscess sometimes occurs in healthy individuals after 
| they have left the tropics fpr some years. 
Late abscess | 
There is a remote history of dysentery. * 
The abscesses are sterile and do not contain amœbæ. But 
late abscess might be the development of latent abscess, 
and might have been caused by latent dysentery.. For 
cases are not uncommon where a small tropical abscess 
with thick organised wall remains quiescent for months or 


years. Sir James Paget’ calls such an abscess “Residual 


abscess” or abscess formed in or about the residues of 
จ * ° 
former inflammation. 


Cantlie? has shown the occurrence of tropical abscess 


Saprahepatio “between the layers of suspensory ligament 
— having as boundary the peritoneum cireum- 
ferentially, the liver below, and diaphragm”. It is not 


caused by dysentery but by chill, | 





1 On Residual Abscess,’ St. Barth. Hop. Rep. 1969. V. 73, 
/*' Cantlie J. B.M.J. 1899, vol. IT, P, 646. | 
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Tbus we see that we have not one form of tropical 


The forms of * SL jj. 
Monod ek abscess, but several varieties of it :— 


lL Amebic abscess; due to amebic dysentery or 
diarrhea, active or latent. Common. 

2. Bacterial abscess: due to bacterial dysentery, being 
caused by the fusion of multiple small pyæmic abscesses. 
Rare. 

e 3. Idiopathic abscess: not caused by amæbæ, It is met 
with commonly, though its relative prevalence depends 
upon time and place. 

4. Suprahepatic abscess: not caused by ameeba. It 
is the extrahepatic form of the idiopathic abscess. 

5. The late abscess: It is remotely related to dysen- 
tery, but in most cases idiopathic. 

. So at the present state of our knowledge we can not 
accept dysentery or amcebaas the sole cause of tropical 
liver abscess. There are other factors which determine 
the formation of a liver abscess. 

On this point, Davidson remarks that there is practi- 
eally no difference between idiopathic and dysenteric 
abscesses. “Both are tropical, both affect the European man 
more than the European woman; those addicted to 
alcohol more than the abstainers, those subject to tropical 
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malaria than those who escape the infection ; those exposed 
to the fatigues and chills more than those not subjected 
to these influences, Both varieties occupy the same site, 
have the same symptoms, and present essentially the 
same" lesion"', The walls of large abscesses in both 
are irregular, and lined with a grey ragged membrane 
of granulation tissue undergoing necrosis. Externally, we 
finda zone of granulation tissue and degenerated liver 
cells and connective tissue elements; and then a third zone 
of connective tissue and flattend liver cells by compression. 
In old abscess a fibrous capsule is present. The chief 


points of difference may be shown as follows :— 


Idiopathic, Dysenterie, 
1, It is the result of inflammatory 1. Result of necrotic process, 
process, 
2. Polymorphounuclear infiltration 2. Absence of leucocyte accumula- 
of liver tisses tion either in the necrotic tissue 
. or in capillaries, 


3. Amoeba absent; cause of suppur- 3. Amœæba present, but the bac- 
ation— bacteria, teria also, 


4. Shape: one or more buff 4. Smallest abscesses are one to five 
coloured or yellowish spot; mm. in diameter, 
rounded—if one focus of sup- Spherical or ovoid, 
puration; irregular outline—if | 
many foci of suppuration, 


5. On section:—pus issues freely 5. Abscesses do not empty com. 
Pus less viscid in character, pletely on section, Pus viscid 
and tenacious. 


————— — — — — — — — — — — — — — — — 
` Tropical abscess of the Liver in Albntt’s System of Medicine. 
Vol. IT. Part IT, 
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Idiopathic. Dysenteric. 
6. Hepatic cells not much altered. 6, Hepatic cells undergo fatty 
degeneration, 
7. May have limiting membrane. 7. Extends by necrosis of liver 


cells, No limiting membraine. 


8. Duration shorter. 7 weeks. 8* Duration longer. 19 weeks. 
There is a great divergence of opinions also as regards 


Bi oise of the sequence of the abscess and dysentery. 


liver Abscess 


5* Some maintain that dysentery manifests 
and dysentery. . 


first and the abscess is its sequel; others 
hold the opposite view that dysentery occurs as the result 
of suppuration in the liver; while there is a third party 
who thinks that liver 


different manifestations of one morbid condition, reacting 


abseess and dysentery are but 


on each other but not directly related as cause and effect. 
Besides there is a fourth class of cases in which abscess 


and dysentery alternate with each other. 


No. of 


Observers. ๓ Primary. Secongary. Simultaneous, 
A ley) ( dysentery liver abscess à 
ยา ก * À liver abscess dysentery 5 U 
( dysentery liver abscess 
Morehead F ¿ liver abscess. dysentery. i 4, 
Fl dysentery liver abscess 
— s ise liver abscess. dysentery. M 
( dysentery liver abscess i 
Kelsch E À liver abscess, dysentery. จ ง 


21 dysentery 


21 liver nbscess, 


Davidson 94 í 4 liver abscess 4 dysentery } 9 
Rogers 40 `° dysentery liver abscess 
De Castro sé dysentery liver abscess 


1 Volume II page 199, 
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Observers No. ot Primary Secondary Simult 
. Casos. ๑ vec y. muitaáneous, 
Budd’ T dysentery liver abscess 
Murchison 4 dysentery but not always so, 
: | ( 12 dysentery 12 liver abscess 
Foret = (| 28 liver abscess 28 dysentery 
9 dysentery 9 abscess 
Sachs 48 28 abscess 28 no dysentery 
11 abscess 11 dysentery 


In those cases, where the hepatitis preceded the 
dysentery, Annesley referred the inflammation of the bowel 
to a morbid quality of the bile secreted by the livef 
He explained the exemption of the small intestines from, 
and the marked liability of the colon to the inflammatory 
process as due to the longer delay of the decomposing fæcal 
matter over the prominent folds of the latter; but hepatitis 
has not been known to cause any change in the quality of 


the bile secreted. 


 Gauducheau? reports that when trying to reproduce 
abscess of the liver in a dog by a portal injection of pus 
from a human hepatic abscess he brought about a fatal 
ameboid dysentery”. And Dr. Balfour remarks: “This is 
a matter of considerable interest. Indeed, from the post 


mortem appearances in a case of multiple liver abscess 
oii ee Y n 
t Diseases of the Liver. Page 86. J. T. M. Vol. IX. P. 52. 


? Gauducheau, A (January 15th 1905). On Experimental Repro- 
duction of Amasbic Dysentery by Intravenous inoculation of Pus from 
a Hepatic Abscess. J. T. M. Vol, IX. P. 52, 
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which came under my notice, I suggested! that, in some 
instances, hepatic abscess may precede a dysenterie affection 
of the large bowel.’’? 

In the S. N. P, Hospital we have often observed 
that cases of liver abscess, apparently without any 
association of dysentery, developed the disease about 15 to 20 
days after the operations. And when dysentery supervened 
in this way, it invariably proved to be a fatal complication. 
, Annesley* describes a form of dysentery called hepatic 
dysentery in which “the association of structural changes 
of the liver with: disorganisation of the large bowels is 
constantly observed” and remarks that the vitiated bilhary 
secretions are the chief agents in exciting inflammation in 
the gut. Finlayson* has pointed out how hepatic 
abscess may lead to congestion and even ulceration of the 
colon. In our cases we never found dysentery before the 
formation of liver abscess, unless we count cases who had 
dysentery long before. 

The nature of the infection: The upholders of the 


Nature of thein. dysenteric theory are not however of the 


fection. "NC | . 
dom same opinion as to the nature of the in- 


fection of the liver. 





! Balfour (November 21, 1903) A case of multiple Liver Abscess. 
Lancet II. 1425. à 1 


? Review— Tropical medicine, Balfour, P. 49, 
? On Dysentery in India; by James Annesley, 
- Glasgow Med, Journal, Feb, 1873, 
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1. Some say that the infective material ean only be 
conveyed by way of the portal vein and that it is of the 
nature of emboli. Then multiple abscesses would seem 
the inevitable result, but it is considered as the peculiarity 
of the dysenterie lesion to give rise to single abscess. 

2. Other observers try to explain the association of 
liver abscess and dysentery by adducing a chemical 
agency as the mode of infection of the liver 

3. And lastly, many authorities think the infective* 
material to be parasites: amæba or bacteria. 

The specifie toxie agency of tropical abscess,—parasitic, 
chemical or embolie,—on reaching the liver may set up a 
focus or foci of pus formation, that is, the formation of 


single and multiple abscesses would be merely accidental. 
Even those who think dysentery to be the primary 

The stage of disease, are not unanimous as to the stage 

dysentery š ° . 

when liver Of the disease, when liver abscess is com- 

abscess . 

occurs, monly found. Harris and others state that 
this complication always arises during the acute period, 
but observations show that it may develop at any time, 
and certainly not uneommonly after all symptoms of 
dysentery have ceased, or indeed, sometimes before any 
intestinal ones have developed. Strong. detected — liver 
abscess in a case who suffered from dysentery five months 


before. Futcher’s statisties. also show that it may appear 


» 
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at any time of the disease, but in the majority, the 
abscess becomes evident in the first month after the onset 
of dysentery. Again on this point the natives differ from 
the Europeans as to the interval that elapses between the 
attack of dysentery and the occurrence of liver abscess. 
Generally the natives who give history of dysentery refer 
to a period long ago—10 to 12 years back or more; and 
therefore though there is a sequence of events, any casual 
“relationship between the two diseases is not proved. 

Those who adduce dysentery as the sole cause of liver 

The value of abscess, try to attach too much importance 


post-mortem s J - 
signs of dysen- to dysenterie lesions found in the autopsy. 


ai Such lesions are often discovered even when 
there is a total absence of clinical proof of the presence of 
dysentery. The real value of such lesions becomes useless 
for the following reasons :— 

1. We do not know what is the mdximum interval of 
time that can be allowed to elapse between the periods of 
attacks of dysentery and liver abscess, so that one may still 
be regarded as the cause of the other. "Thus the history of 
previous dysentery without any reference to a reasonable 
period, can not be taken as conclusive evidence of the 
dysenterie nature of the abscess. Josserand thinks that 
abscess is possible even after 10 years.! 

* Journal. De méd: July 25, 1898, 
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2. The lesion may be of dysentery cured long ago. 
* Gives history of dysentery” might be said of every native 
at some period of life. It has no value in proving 
dysentery as the cause of liver abscéss. 

3. The age of the sear of dysenterie ulcer can not be 
known with certainty. 

4. The sear may be of other forms of ulcers. 

5. Even the post mortem signs are wanting in a large 
number of cases notwithstanding the assertain of many thaf 
they are present in 90 per cent of cases. The view that this 
absence of post-mortem evidence is due to imperfect obser- 
vations, can not be upheld in every instance, and the same 
weapon may be used against those who look upon dysentery 
as the sole cause. In the Pathological Museum at Netly, there 
are 48 specimens of tropical abscess of the liver, of which in 
34 the abscess was uncomplicated with any intestinal lesion 
(Macleane) and in 11 only, it was present as a complication. 

Again even admitting dysentery as the cause of liver 

abscess, we have the following facts to 
Peculinrity of 
race and sex. explain. 

1. Though liver abscess is common to the Europeans in 

the tropics, itis rare amongst the natives. 


f Ane Percentage of abscess Percentage of dysen- 
> Toan to total mortality. tery to total mortality. 


Native 1894 0.6 4.7 
European 1894 7.4 3.8 





Š 
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So the relative liability of the Europeans as compared 
to the natives of India is 95.2 to 4.8. 


2. This disproportion is inspite of the fact that the 
อ 
natives suffer more from dysentery. 
3. The European women rarely suffer from liver abscess, 
thou;;h they are quite as subject to dysentery as men. 
Children often suffer from dysentery, but they hardly ever 


suffer from liver abscess. 
. 


4. The rarity of liver abscess in temperate climates 
is well-known. The absence of amebie dysentery cannot 
explain it for large single abscesses do sometimes occur 


in temperate regions. 


5. The Mahomedans of Bengal do not suffer so much 
as the Hindus. In my eases the Mahomedans were only 5, 
the rest being Hindus—95. The numerical streneth of 
the Hindus does not explain it wholly. , The Mahomedans 
again eat more meat but they are not addicted to drinking 
to such an extent as the Hindus are. 

Now let us study some of the reasons against the view 
Reasons against that amaebie dysentery is the sole cause of 

— liver abscess in the tropies — 

l. In many gases neither amœba was found in the pus 
or wall of the abscess, nor lesions of dysentery detected in 
the post-mortem examinations. Even amebic abscess of 
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the liver has been found to occur in cases where the colon 
was normal at the autopsy's In 5 out of 27 cases recorded 
by Futcher*, the patients did not notice any intestinal 


symptoms. . 


2. The natives suffer greatly from dysentery but the 
Europeans suffer from the liver abscess more than 
they do. 


3. The value of dysenterie lesion is often uncertain and 


. e 
cannot be relied upon. 


4. Opinions defer as to the true sequence of liver 
abscess and dysentery. Flexner” thinks that even in 
amæbic dysentery, the intestinal lesion may be secondary 
to amœæbic hepatic abscess. 

5. Geographical distributions of the two diseases do 
not coincide. The English suffer from abscess more in 


India than in Jamiaca where dysentery is equally frequent. 
6. Dysentery prevails in high altitudes, but liver 
abscess becomes rare there, as in Peru. 
7. “About one-twelfth only of those suffering from 


amcebie dysentery develop abscess. Something more than 


— — — — — 
— — — — 0 





Burton. J, T:—Proc. Philadelphia, Pathlog. Soc. Jan. 1899, 
Flexner, S :—Am. Jour. Med, Sc. May 1897. , 
Thompton :—Manchester Med. Students, Gaz, 1903. P. 146. 

z Futcher:—Jour, Am. Med, Assoc. vol. xii, P. 480. August 1903, 

* American Journal of Medical Science, Vol, cxiii, P, 553. May 1897. 
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the presence of amceba in the bowel is necessary to establislt 
hepatie suppuration, otherwise the natives would not be 


comparatively immune" (Davidson). 


8. Liver abscess and diarrhea: The two diseases may 
coexist ; and in such cases the diarrhea may depend on the 
liver disease or it may precede the formation of liver abscess 
which sometimes occurs insidiously. 


r 





CHAPTER III. 


Relation of liver abscess to 1. aleohol, mode of life, 
2. food, 3. malaria. 
Now the question may be raised that if amoæbic 
dysentery is not the cause, what is the cause of tropical 


liver abscess? Let us argue as follows :— 


1, Europeans at home do not suffer from liver abscess, * 
The reason may be that the climate is temperate and 
that amebic dysentery is rare there, the bacillary form 


being common. 


2. They often suffer from the disease in the tropies, so 


the cause of liver abscess must be chiefly climatic or amæbie. 


3 But the European women and children and the 
natives do not suffer from the disease, though they are 
equally subject to the banefulinfluenceof the tropical climate. 
So climate can not be the only cause. We have also shown 


that amceba can not be regarded as the sole cause, 

A. The European males differ from the European 
females and children and the natives in their indulgence 
in aleoholie drinks, stimulating food and exposure, 

5. The natives suffer from amæbic dysentery more than 
the Europeans. But they do not suffer from liver abscess to 1 
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the same extent as the Europeans do. Immunity or acclima- 
tisation can not explain this difference for when the natives 
take to European habits, they often suffer from liver abscess. 

6. The natives suffer from abscess when they become 
intemperate. The rich natives suffer more than the poor, 
for the former can spend money for drinks. But opposite 
is the condition as regards the incidence of dysentry. 


7. Macpherson explains the less common occurrence 


‘of hepatitis among the British troops in India during the 


recent years, especially in Bengal, through the improve- 
ment in the soldiers’ mode of life, including his dietary. 
Bryson also assigns the same reason for the decrease in the 
frequency of cases of hepatitis among the troops on the 
West Coast of Africa, the soldiers’ daily ration of rum 
being reduced to half. 

Daniell reports that hepatitis has become more common 
among the natives on the West Coast of Africa since their 
adoption of the European dietary. 

So we ean not avoid the conclusion that alcohol has 


something at least to do in the causation of liver abscess, 


And we have the support of many observers for this theory 
of the causatiort of liver abscess. Waring traces alcholism in 
67°5 per cent. of 40 cases of liver abscess. Cayley 1 says that 

1 Trans, Calcutta Med, Soc. 1880, Vol, I, page 95, 
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liver abscess is rare amongst the total abstainers. Harvey 
supports the statement. Sandwith has observed that in 
Egypt the Mahomedans do not suffer from liver abscess 
as they are not addicted to drinking. It is rare amongst 
the teetotallers. Conwel has found that the native 
domestics who acquire the European vices suffer from liver 
abscess. The natives of India also suffer when they 
become alcoholic; and this fact is so well known that . 
it has become as a proverb that he who drinks wine will, 
die of liver abscess. In Philipine Islands Strong! found 
that in 12 cases among private patients 8 were alcoholic. 
In my 100 cases, only in 20, history of alcoholism was 


absent. 


Even those who look upon dysentery as the cause of 
the disease can not ignore alcohol as a cause altogether. 
Manson? says:—“ Finally a considerable proportion of 
cases of hepatie abscess arise under unknown conditions. 
In such cases, however, it is usually found that there has 
been more or less indulgence in alcoholic drinks, or the 
liver has been taxed by excesses in the use of rich foods and 
condiments, or exposure to extreme degree of temperature 

: has occured”. Bartholow® also echoes the same view. 





\ Osler's System of Med, 1907, Vol. IT, page 503. 
3 ๆ ‘ropi ical I disease, 
* Pepper’s System of Medicine, Vol. II, page 1003, 








64 TROPICAL ABSCESS OF THE LIVER. 


** As the native population and females in tropical countries 
are not affected, there must be other influences to the 
action of which the high temperature contributes. The 
rich and highly seasoned food in which the Europeans 
indulge and the consumption of aleoholie drinks are 
doubtless responsible in a large measure for the occurrence 
of the malady in such exeessive proportion amongst them." 
Macnamara! in explaining the occurrence of granular 
ilegeneration in the liver of dysenterie liver abscess, says : 
“I have already alluded to causes which I think produce 
the granular degeneration of the liver. Shortly I believe 
them to be exposure to the sun, the heat of the climate, 
and malarious influences; these operating on a class of cases 
who eat largely, and as a rule indulge very freely in 
aleoholie liquors, would suffice to bring about a state of 
chronic engorgement of the liver substance, aggravated by 
occasional attacks of temporary congestion, and as a result 
of this granular degeneration. 

Ruschenburger in explaining the frequeney of hepatie 
abscess in the soldiers and sailors remarks that * these latter 
differ from every other class of society in their manners, 


their customs, their diet and even in their exposure to causes 


O Pe w = — 


of disease _Intemperance 1 is looked on by them as a virtue 





: On the Pathology of Hepatic Abscess, Indian Ann, Med. Sc. 
1862-63, page 9. ; | e 
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than vice, consequently nine-tenths of them are habitual 
drunkards. The quantity of whisky allowed daily by 
Government 1s in my opinion, sufficient to distory the best 
constitution in a very short period.” Annesley says : 
“Among the various influnces which more directly occasion 
the supervention of inflammatory action of the liver, there 
are few more energetic than the immoderate addiction to the 
use of spirituous liquors and intoxieuting drinks, which 
may be so readily obtained by the European soldier in every 
part of India”. Nicoll also traces the real cause of abscess 
of the liver among the soldiers in Travancore to the 
incredible intemperance of the men. “I must own,” says 
Henderson, “I never witnessed such drunkenness as took 
place in the corps......... At one time no less than 300 
gallons of the pernicious liquor (toddy) were consumed 
daily in our barracks containing 700 men.” The 
effect was that hepatitis carried off many. Vauvray 
in Egypt has seen abscess of the liver commonly 
amongst the Greeks who are generally intemperate; 
and Sachs says: “Aleoholie — drnik constitutes in 
almost every case the direct etiological factor in 
the disease which is the subject of my obsevations " 
Davidson remarks: “ Alcohol except in fhe strictest 
moderation is a hepatie poision. In hot climates it can not 
be indulged in freely for any length of time without. 
5 
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impairing the integrity of the liver;"! and again he 
writes? “I would only add as the result of my own 
observations that constant use of alcholic liquors, short 
of intemperance, especially tippling between meals, power- 
Fully disposes to liver absces.” Martin? traces liver 
absces to “evident and adequate causes; such as 
intemperance—violent exercise in the sun—or sudden 
exposure to cold, when the body has been sometimes in 
a state of perspiration. Of 10 cases in which the habits 
were noted by Waring, 67:5 per cent. were intemperate, 
Johnson, Twining, Day, Milward, Parkes, Bontius, 
Heyman, v. Lunt, Marshall, Saux, Allan, Brasac, Rouis, 
Monillue, Olmeta, Tschudi and others concur in the 
opinion that alcohol is the important factor in the etiology 
of hepatitis. 

Now how does alcohol cause abscess of the liver? 


T — FA — 
nr daca sicahni Intemperate habits lead to a special 


z ! 1 7 ‘teh ? * . 4. 7 " 
Cause Hver abscess: lability in men to a hyperemia and 


congestion of the liver tissue by which its resistive 
faculty to pathological influences is imparied. In these 
circumstances, pathological influences which in the 


healthier condition of the organ—such as we assume 





! Albutt's System of Medicine, Vol. IE, Part IT, page 573, 
* Ibid page 591. 


3 The Influence of Tropical Climate on European Constitution, 1841, 
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to exist more generally in natives and European women 
and  ehildren—woull have been successfully overconie, 
gaim the upper hand and lead to suppurative disintegration 
of the organ."' The reason why Europeans in the tropics 
suffer so much from liver abscess is thus explained by 
Francis? :—*Inhabitants of cold countries who need warmth, 
consume combustible substances in considerable quantity, 


substances which contain carbon. The luags of such 


น ด ระ 


consumers are called upon to undergo great exertion. 
They are in full activity; and consequently like a limb 
which may attain almost Herculean proportions from 
excessive use or a heart which becomes hypertrophied as 
- the result of the continuous effort to overcome obstruction, - 
they acquire their maximum of development. The lungs 
of Europeans weigh from 42 to 45 ozs. The lungs of 


Bengallees on the other hand who are not so actively 


engaged are much lighter, as are the lungs of Europeans 


—— 


who have lived for sometime in a tropical climate and 


au dergone less exertion than they would have done had 


| they remained in Europe.” 
| Males. weight of lungs. weight of liver. 
Europeans 45 oz. 50 oz (Tidy). 
Punjabis 35 oz. 46 oz (Beli Ram ).* 
๕ 
Bongali 32 oz. 45 og. 





! Manson's Tropical Diseases, page 379. 
* Lectures on Medicine, By Francls M. B,. 1868, Culcuttu. 
* Trans, of Caleutta Medical Congress, page 126, 
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Thus it would be seen that the Punjabis who are 
physieally as strong as the Europeans show a difference 
of 10 oz. in the weight of the lungs, but only 5 or 6 oz in 
the weights of the liver. This is more marked in the case 
of Bengalees whose lungs weigh 13 oz. less than that 
of Europeans but the difference in the weights of the 
liveris 5 oz, and thisis inspite of the diminution in 
the stature ofthe inhabitants of Bengal. If the size of the 
organ has any relation to its capacity for work, then 
comparatively speaking it may be said that the lungs 
have more work to doin the temperate, and the liver, in 
tropical climate. “Residents in hot climates do not require 
so much carbons in their food; and if they consume it to 
excess, the result is disease. The lungs not being able to 
burn it off, it finds its way to the liver, which organ may 
get rid of it through the friendly intervention of a bilious 
diarrhea, or if unable to do this, it will become diseased. 
The most common form in which carbon is thus presented 
to the liver is alcohol, which, owing to the depressing nature 
of the climate in which we live, and to other causes, too 
many are apt to have free recourse to. The result of this 
may be immediate or remote, for alcohol can not be 
consumed in «a hot climate with the same impunity as in 
a cold one; and mischief will inevitably ensue. There may 
be immediate inflammation of the liver or fatty degeneration 





RELATION OF LIVER ABSCESS TO ALCOHOL. no 


of the different organs.”! Davidson admits “that the 
liver has more work to perform” but “this additional 
work, arises from the side of the gastro-intestinal canal, 
not from the lung.”? In temperate climates, alcohol 
wives rise to cirrhosis of liver x but in India aleohol does 
not indeed, give rise to cirrhosis so often as in Europe, for 
the reason suggested by Maclean that *the drunkards in 
India find a shorter road to the grave” by the formation of 


€ 
suppuration in the liver. 


But there are objections to the aleoholie theory also. 
Have? mentions liver abscess in a European female who 
never tasted liquor in life. Sarbadhikari and Mookerjee 
support him by othef cases. Chamber operated a case 
of liver abscess in a boy of 12 only. 

The history of alcoholism is often absent; but this may 
be partly due to the fact that people often deny their bad 
habits and no sign of alcoholism can be detected in the 


post-mortem examination. 


Waring concludes: “The mode of life has a strong 
influence in the predisposition to the 


Mode of Life. ' | 
development of a tropical abscess of the 


liver. The abuse of alcoholie liquors appears to be of 





Loctures on Medicine. Francis, 1868. 
* Albutts' system of Medicine, Vol. II. Part ii. P. 572. 
! Transaction of the Caleutta Medical Society. Vol. I. P. 96. 1880. 
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very great importance, and some authors have stated 
that alcoholic drink consti- tutes a very important factor 
in every case of tropical abscess of the liver. This 
is, however, probably too sweeping a statement, as there 
are without doubt cases which arise quite independently 
of alcohol. The number of cases of hepatitis has been 
said to have diminished during recent years among the 
soldiers in India and on the West Coast of Africa, and 
> 

this diminution has been attributed to the more sober 
habits of the men and the smaller amount of alcohol 
consumed by them. It is quite possible, however, that this 
diminution has been partially brousht about by improved 
sanitary conditions and surroundings.” ! 

sums up his view thus: “Now the question 
presents itself—How are we to account for this exemp- 
tion in the native and for the frequency of Hepatic 
affections among European male adults in India? We 
have seen in a former section that children are very 
exempt (though not to so great a degree as the native) 
from this form of disease and we should be led to infer 
that those conditions or circumstances which cause 


the exemption in the one case may operate in the 
' H. J. Waring, M. S, Diseases of the Liver. P. 86. 
* E, J. Waring's “Statistical notes on some of the diseases of 
India.” Indian Annals of Medical Science, 1855, P. 457. 
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other. In what respects then do the conditions of the 
native and the European child approximate? In several 
it may be replied, in simplicity of diet, in the light and 
unrestrained style of dress, and above all in abstinence 
from stimulating and particularly from alcoholic drinks. 
[t has repeatedly been suggested that a very high range 
of temperature and exposure to the direct rays of the sun 
operate in the production of Hepatic disease in India, but 
the very fact of the native convict being so exempt from 
its invasion tends to disprove any such idea, as perhaps 
there is no one class of persons in India who are so 
constantly, day after day for years together, exposed, 
whilst working on the roads, to the full influence of the 
sun’s rays. So likewise with respect to sudden and great 
alterations of temperature, another alleged cause of Hepatic 
disease. The Indian convict, perhaps more than any 
other class of persons, is exposed to these, often working for 
some hours in the full heat of the sun and before his 
return to Jail deluged with rain—and yet we see not 


above 5 in 10,000 are attacked with Hepatic disease. 


The native of India and the European child in India, 
as before observed, closely resemble each other in three 
respects—Ist lightness and an unrestrained style of clothing 
(thus allowing unchecked operation to the cutaneous 


function), 2nd in simplicity of diet, and 3rd in the practice 
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of temperance. It appears to me that in the direct ratio as 
a person in India departs from either of these conditions, 
espacially the third, temperance, so are the chances of his 
becoming affected wrth Hepatic disease, increased. Next 
to the native and the child, we see that women are exempt 
from Hepatic disease. They often depart from the above 
conditions, particularly as far as dress and temperance are 
concerned, but rarely if ever to so great an extent as the 
Officer and Private Soldier who for the most part lead a 
life as diametrically opposed to that of the child and native 
as itis well possible to conceive, and these are subject to 
Hepatitis in an extreme degree. Rigid temperance perse 
is, however, no absolute preservative against the invasion 
of disease of the liver in India, and this leads us to consider 
in the next place— 


THE INFLUENCE OF INTEMPERANCE IN PRODUCING HEPATITIS. 
Table XXI. 
Showing the admissions and deaths from Hepatitis among Teeto- 
tallers, the temperate and the Intemperate in six European Regiments, 
serving in Madras, in 1849-50, 
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These figures are too small and the data too limited to 
permit us drawing conclusions of any weight or value. 
[t is, however worthy of remark, that double the propor- 
tionate number were admitted of those who were known to 
be intemperate over those who were either teetotallers or 
persons of known temperate habits" 

The theory of alcoholism not only explains the for- 
mation of liver abscess but also the frequent association of 
liver abscess with dysentery. The European suffers from 
dysentery and abscess of the liver in the tropics ; and both 
the diseases may be traced to the habit of alcholism, 
Davidson says that the prevalence of dysentery “can not be 
ascribed to the “less favourable sanitary conditions under 
which he lives, as compared with the natives, nor to the 
less care taken to secure pure drinking water. His liability 
is rather the effect of climate, giving rise to intestinal 
congestion accentuated by alcoholic indulgence and the use 
of a diet unsuited to his new conditions of life”.! But as 
Europeans who drink alcohol in cold climate do not get 
abscess of the liver, simply alcohol can not be regarded as 
the sole cause of tropical abscess of the liver. 

Is the habitual ingestion of highly seasoned food a 

Food. predisposing cause of Jiver abscess? An 


excess of animal food and spiced curries no doubt cause 


— — 





! Albutt's System of Medicine, Vol. 1I, part II, page 530. 
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derangement of the functions of the liver in the tropies. 
But the Mahomedans who live largely on meat rarely suffer 
and so do the rich Hindus who, as a rule, eat much and take 
httle or no exercise. “Weakened digestion is one of the 
early effects of tropical heat upon the constitution of the 
European. When the stomach is overtaxed by imprudences 
in diet, gastric digestion is imperfectly performed, and the 
toxic products of abnormal fermentations, absorbed from 
the bowel, irritate the liver," ! 

Formerly malarial hepatitis was rewarded as the cause 
Malavial fover. of liver abscess. Morehead says that, in 
malarious districts, abscess of the liver occurs commonly 
with remittent fever without any intestihal lesion. Haspel, 
Annesley,  Dutroulau, Foiret, Olmeta and Pellissier 
supported the same view. Now the opinion is exploded 
and malaria is excluded altogether from the etiology of 
the disease. We must admit with Soyard, Jean and others 
that abscess of the liver does sometimes occur in a chronic 
hyperaimie liver of malarial origin but there can be no 
doubt that malaria is not the proximate cause of the 
idisease. The two diseases may coexist but they are not 
coterminous in their geographical distribution. Malaria 


is now the scoufge of the native population of Bengal— 





ddl oo oo ๐ อ RN อ 555+ Re 


: Albutts' system of Medicine, Vol. IT. Part II. P. 573. 
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many villages have been deserted to escape its ravages: 
but we do net know of a single case where malaria could 


be identified as the sole responsible agent. In the tropics, 


congestion of the liver and hepatitjs, as a consequence of 


* *,* ๑ . 
malaria, are comparitively rare among natives, who 


are nevertheless more subject to malarial infection than 
the European. This becomes evident from the following 


figures :— 


ต 
European Army. Native Army. Year. 
Malarial fever 2005 3727 ) 
Congestion of the liver 1901 
and hepatitis * 16:2 097 Ó 


Again malaria induces cirrhotic changes in the liver, 

: 
and not changes of a retrograde character. Malarial 
pigmentation does not lead to necrosis of tissues, though 
excess of the pigment may block the lumen of the hepatic 
capillaries (Cantlie). «But what is worse the malarial 


theory is in conflict with facts; malaria is infrequent in 


Egypt and unknown in Chilli, but these countries are 


prolifie in the produetion of abscess of the liver. Again 
Lower Bengal is undoubtedly more malarious than 


Madras, but abscess of the liver occurs more frequently in 


the latter than in the former presidency. In Algiers, —— 


abscess of the liver is common in Oran, ‘and rare in Bona ` 


C: 
> 


and Constantine, but malaria is known to bear a reversed 
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endemie hepatitis may occur in non-malarious regions, and 
Hirsch points out that, although Pellissier thinks, the 
coexistence of malarious fever and abscess of the liver in 
Reunion as a proof of the malarial theory, really proves 
the other way, for abscess of the liver has been at all 
times indigenous in the colony, whereas malaria became 
endemic there in 1866." The disease is also unknown in 
the malarious localities in the temperate zone as “parts of 
France, the Tus¢an Maremma, the Calabrian coast. the 
Southern basin of the Danube, and the swamps of the 
Mississippi,” thus proving that malarial fever can not be 


regarded as the cause of the abscess of the liver. 


The combined effects of heat, alcohol and excess at the 
table render the Europeans seventeen fold more liable than 
that of the natives to hepatitis, notwithstanding the 
remarkable liability of the latter to malarial infection. 
Strong! also says that in the Philipine Islands at least, 
malaria is generally not a predisposing factor”. The truth 
however rests midway between these two opposite extreme 
views. There are cases on record where the malarial element 


can not be ignored. 


l. Bells (Hongkong) case. A young oflicer had 
persistent fever which resisted quinine. On exploration 


= —— — — 
— — — — — — — = = 


— ge  - — —— —mm = m - 


' Osler's System of Medicine, Vol. I, page 514, 
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pus was deteeted in the enlarged liver. His blood contained 
malarial parasites. No history of dysentery. 


2. A French soldier was admitted for liver abscess 


. 
with fever; there was no history of diarrhea or dysentery. 
His blood contained parasite of tropical tertian. The 
temperature continued high even after operation and 
became normal by the subsequent use of quinine. And 
Davidson comments that it is impossible to exclude the 
influence of the malarious virus in the causation of the 


abscess. 
Glueck believes that liver is more prone to suppuration 
when predisposed by amyloid or cirrhotic change of 
e 


malarial origin. We cannot accept malaria more than as 


a predisposing cause— 


H tn] Total No. of No. of cases of No. of cases of 
Year. pe cases. Malarin. Hepatitis. 
S. N. P. 16614 4206 157 
1899 | 
Presideney General 4111 576 SH 
S, N. P. 20108 4925 215 
1900 
| P. GG. 3841 598 si; 
B.N. FP. 20212 3028 1583 
1901 
| P. G. 3719 405 S6 
(8. N. FP. 21036 4918, 127 
1902 ` 
lp. G. 4307 zd 50 
1 S. N. P. 21016 3875 123 
1903 


í p. G. 4673 639 59 
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The Presideney General Hospital and the Sambhu Nath 
Pandit Hospital are situated on the opposite sides of the 
same street. The former is for the treatment of Europeans 
and the latter for natives exclusively. Now if we 
compare the figures as shown above, we find that the total 
+. number of patients treated in the Sambhu Nath Pandi, 
| Hospital is 4 times, the number of eases of malaria, 
7 times, but the number of cases of liver diseases is two 
times only greater than the cases treated in the Presidency 


General Hospital, year after year. This shows that 


ak natives though more liable to malaria than Europeans 


are less liable than them to liver diseases in weneral. 


Again hepatice abscess is known to occur where malaria 


äs absent as in Seychelles Group and the island of 
= Rodriques. 








CHAPTER IV. 


Ktelation of Liver Abscess to slim ulants. Personal 
Jactors— Race, Age, Ser, Temperament, Constitution, Aecli- 
° 
matisation, 
Undue stimulation of the liver may lead to inflammation 
Relation of liver Of the organ. | In this way the habitual 
abscess to the liver 
stimulant. use of tobacco and coffee is looked upon 
as a cause of the disease. Excessive smoking, though 
decidedly less injurious than alcohol, has likewise a 
detrimental influence on the stomach and liver ( Davidson ).! 
Browser associates hepatie abscess with excessive 
tobacco smoking. * I knew a patient who died of liver 
abscess due to the excessive smoking of Cali. Opium- 
eaters do not suffer from the disease. 
Race. We have seen that natives are less liable to 
Persona] liver abscess than Europeans. It will 
ds SNS oy quite apparent if we compare the 
rate of admission for abscess amongst the European and 


the native in India :— 
Ratio of admission for hepati- 


Observer. Localitv. Years. tis among British and 
i native regiments. 
Balfour ... Madras ... 1829-1838 .. 120 to I. 
Cornish ... "s ss 1842-1859 … * 100 to 271, 
Morehead... Bombay ... Pe 100 to 2, 





t Davidson: Albutt's System of medicine Ist Ed. Vol. IV, page 137. 
2 Trans. Calcutta Mel. Soc. Vol, E 1800, page 96. 
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As regards the death rate from liver abscess amongst 
the European and the native soldiers, it was higher in the 


latter formerly :— 


Sepoys * ๑ ... O91 per cent, of the whole number. 

British Soldiers ... e. +6 f F B " 

European Hospital, Bombay ... 141  , w ผิ » 
. Native = = 2. d * * " à 


But now we find a higher death rate amongst | 














Europeans:— ° | 
Death rate per 1000 
Yenr. Race, from liver 
nbscess. 
( European army m 124 
1889 "U' ¢ Native army > "05 
( European army or 1:05 | 
.. 1590 ^ 4 Native army " ‘05 
( European army T 125 
È- 1891-1900 7" (4 Native army es 0:06 
=. 1900. 1908 .. dail population TF 0'09 


Haspel has observed that the foreign legions—the Italians 
and Spaniards in Algeria, —are less subject to hepatitis 
than the natives of the Northern Europe. Strong has 





seen only one case in a native of the Philipine Islands. 








The comparative immunity of the native of India from 
the liver abscess can be best explained by their temperate 3 ' j 
habits and light diet. Even in India the Hindus supply 
the bulk of the cases of liver abseess—the Mahomedar ans, 


m < 


— — Q less than Hindus, suitor much I * 
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Cases of Dysentry, Abscess. 
Natives Li — ซี 5s 049; 4 29 127 or 1 in 625. 


Europeans ... A s. 1229/72 


441 or 1 in 18, 
Saehs also found “among “the non-Mahomedan 
residents of Cairo, who may number some 20,000, a not 
inconsiderable series of cases, in nearly all of which the 
principal cause has been the free use of spirituous liquors.” 
“Of the two women in my list,” says he, “qne was a true 
votary in the service of Bacchus and Venus: and of the 
men, the larger number were heavy brandy-drinkers, some 
were rots, and only a few were temperate enough to 


restrict themselves, apart from their regular wine at meals, 


' to small portions of* liquor now and then.’ Henderson 


however found it common among the Mahomedans in 
India “who were permitted by religious prescriptions to 
live luxuriously” and these were either the rich who 


observed luuxury at the table or the drunkard. 


Is there then any racial peculiarity to account for the 
greater liability of Europeans than the natives to abscesses 
of the liver in the tropics ? 

The question must be answered in the negative, for 
* the rates of cases among the British troops in India is 
greatest in the lower ranks of the service, tbe malady being 
rare among the officers; and the same fact presents itself on 


the West Coast of Africa and in the West Indies, where it 
6 





82 TROPICAL ABSCESS OF THE LIVER. 


is again the common soldiers and the labouring class that 
suffer most; also in Egypt, where ‘the disease is oftenest 
met with among working people, Greeks especially.” The 
strangers in a tropical climate ‘are no doubt apt to develop 
hyperemia of the liver but its extreme rarity in the 
female sex, including women who have come to the 
tropics form other countries and are subject to the same 
climatic influénces as the men (Hirsch) can not be 
explained by racial peculiarities. 
Bryden says that the liver abscess is a disease of 
(B) Age degeneration. It is most commonly met 
with in the adult life. The association 
of liver abscess with dysentery was noticed often in old 


men by the French surgeons in Algeria. 


Observer. Age. 
Manson one … After childhood; common—20 to 40 
Ronis? "T ... 12 to 75 years, 
Common age in soldiers ... 23 to 27 ,, 
à » in civil life ,,, 30 to 45 ,, 
Bartholow eas es ll to 54 ,, 
Rolleston (16 cases) S Children; all with dysentery, 
eet * … 20 to 45 years. 
paene ae Sa e y —* No amceba found, 
Soldiers childsen in India*—38,305—of which 3 died of liver 
. abscess =0'08 per 1000. 


eee 


* Rouis', Traite pratique des maladies des prays chaud, 
* Buchanan, Journ. of Trop, Med, Vol. I, page 173, 1899, . 
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General Hospital Calcutta ( Birch)... 20.59 years, 


Duckworth 
J. Waring’ 
Poiret 


. Rare under 20 and frequent after 25. 


. Neverin children ; rarely old men. 


, 20 to 


20 years, 


. 
Amberg saw 12 cases in*children,? but amæba was 


present in one only. 


Moncorvo has seen a fatal case In 


a child aged 2 years ;* Arnott reports a case in a child 


24 years and Finzio, in a child + years old.”  Cheevers® 


collected only three cases: in a child of 1? months, in a 


European child of 3 years and 4 months; and in a Parsee 


child of 10 years. 


In the European army in India, 


Of 227 cases 


10 
59 
od 
42 
do 


13 


* 16 to 20 years. 


=21 to 25 
= 26 to 30 
=31 to 35 
= 436 to 40 
= 4] to 45 
= 46 to 50 
= 61 to 55 
= 56 to 70 
= 72 


» bet. 20 to 30; 48-4 per cent, 
Youngest= 15 years in a girl, 
Oldest = 72 years. 


»? 


Waring’s time :— 





A Diseases of the Liver, page 86, 


John Hopkins Hosp, Bull. Dec., 1901. š 
Rev. Mensuelle des Malad de lenfawe, Dec. 1899, 


La Padiatria 1896, page 310. 


3 

x 

* B. M. J. 1903. L. page 189. 
n 

ñ 


Cheevers. Commentary on The Diseases of India, P. 616, 
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Macpherson :— 
Uncommon= under 20 years. 
Most common=25 to 35 ,, 
Most fatal= 40 to 35 จ 9 
IN THE EUROPEAN ARMY IN INDIAN, 1901-08. +. 
4 Cases under 20 years. 
N 10 , between 20-25, 


๕ 2 . 


me^ 22 ” LA 30-35. 
E IN, “à 35-40. 
: Z6 + » 40 and upwards, 


The cases of which I have notes occurred between the 
ages of 30 to 50 years. I have never seen a ease in the 
children amongst the natives. Waring, Macpherson, 
| Morehead and Cheevers agree that “ that childhood, which is 
x : - especially liable to dysentery, enjoys an almost complete 
immunity from idiopathic hepatic abscess,” 

The females suffer rarely from liver abscess. This is š 
219 especially true of the natives” of India, | 
falling a victim to: liver abscess. This is also true of 
Europeans for during the 20 years ending 1860, nearly * ` 
64 percent. of all the deaths in soldiers were caused by YA 
liver disease, but one per cent. of all the deaths im 
E. soldiers’ wives.! dE 

Ea. 


No. of Cases. Male, Femnle, 


š 

where I have never seen a native female ©” E 
i2 

* * í 


7 L 
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Observers. No. of Cases; Male. Female. Proportion. : 
Indian Statistics 
Mortality (1901-03) $ T por O24 per 7:1 
Birch 8 18 13 5 
De Castro’... 170 162 8, 
Zancarol2 Yo 157 | de 12 













Futeher reports 3 cases in the female sex. Strong has 
not seen a case in a woman in the Philipine Islands. Carter | 
states that he has seen 3 cases in Filipinos. 

Now the question why the females arc immune from 

= liver abscess though they suffer: equally with the males E | 
: from amæbie dysentery can be easily answered by the = : 
theory of alcoholism. They do not suffer because— 

|. They are temperate in habits | 

>. They are less exposed to chills and do not undergo , - | 


excessive fatigue. E 





3. Menstruation acts as a safety valve which lessens — ; 
the liability to hepatic congestion, (Van der Burg.) i f : 
Rouis finds that a combination of the lymphatic and E 

(d) Tempera- nervous temperament seems most favour- | $ 
“Ang able to the malady. "Those who suffer from | 
the gall-stones, also show a predilection to the liver abscess; - 1 
but, in such cases the calculi, by their arrest in the duct, — 
UB uo e e ais 





ment chirurgical." Paris 1870. , C 
| s t Zancarol, "Traitement chirurgical des abces dg, tole Aa 
y" 
a , ehanda." Paris 1893. E oru D 
#2 ๒ à a š is 5 * | — "e, 9 4 — ^ A " % Á A n TD d. < ' 
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may ulcerate through, producing peritonitis and adhesions, 
and eventually abscess of the liver. Thus the element of 


temperament is only secondary. 


(e) Constitu- The disease is common in persons of 
tion, : : 
strong constitution. 
Observers. Cases. Previons health. 
Saux... SPS Tr e. 47 (Good.) 
Ronis ... we LIG ne + 102 * 


Ranking eoncludes from a number of observations 


(f). 2466 ก เล - “ that the risk of death by hepatic abscess é 


tisation. : . ` ` ๑ 
is greatest in the first five vears of service : 


3 that the risks decrease during the second period of five years, 


rise again in the third, and in the fourth at the minimum.” 
@ š ; 
Brydon's figures show that long residence increases the 


À liability." 

| Length of service does not in fact, as Waring states, 
2 confer a great immunity from suppuration of the liver. 
4 Surgeon Major Web died in the 27th year of his service. 

i Macpherson: 1851-54. European troops in Bengal: 


8 died under 1 year. 
03. > Lf 8. 5 
55 ,, sto5 ,, 
45 ,, ร ง อ 3 
——— 7 to 10 ,, i 
32 ๒ 0. 10 1 ๐ 14 , 
“Baty. Tt 9 , 
0 , above 20. 
t See Albutt's System of Med. First Ed, Vol. iv, page 139, 
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In Algeria, the French Surgeons have noticed that 
men who have been long in the country are often the 
victims of liver abscess. 

The earliest years of residence in the tropies no doubt, 
show a higher percentage,—about 40 in the first three 
years, but the older residents are by no means exempt. 


Davidson proves this by the following table :— 
> 


1901-1903. . 
Under 1-2 2-3 3-4 4-5 5-10 10 and upwards 
1 year. 
Percentage of mor. 
tality from liver 
abscess i, 18 7 IO 12 1% 26 14 
Invalidine from 
hepatitis and liver e 
abscess ss 9 10 8 10 11 24 4 
Occurrence of liver 
abscess (Waring) 
in 114 cases we 22 105 10:5 [50 per cent, occurred in people who 
had been less than 4 years in 
India, | 


Similarly there is no acclimatisation for dysentery 


with the older residents, as will be seen from the table of 


Bryden— 
Ist 2nd 1-5 5-7 7-10 10 and 
year. year, years. yonrs. years. upwards. 
Percentage of 
mortality from 
dysentery ac 6 104 tro 10 1 133 15 7 








CHAPTER y. 


Pathogenesis of liver abscess. Relation of liver abscess to 
various forms of dysentery andentcers. Path of the inflam- 
matory process.— Bile ducts, Portal vessel, Peritoneal cavity, 
Causes of the association of liver abscess aud dysentery: 


a reflex action, a common cause, concurrence of causes. 


We have discussed at length the relation of hepatie 
Pathogenesis abscess to climatic dysentery, malaria and 
of liver abscess, 
aleoholism. We bave found that, at the 
present state of our knowledge, it is difficult to identify a 
single cause of the disease. The different theories of its 
causation have supporters and opponents. I am inclined 
te the view that hepatic abscess has not such a single 
cause but it depends upon a combination of causes. There 
is a large amount of truth in each of these observations— 
but not the whole truth. A theory comprising these 


theories would explain the phenomena more satisfactorily. 


Fayrer observes! : “The great disproportion of the 
occurrences in different parts of the world, where the 
same climatice conditions appear to exist, seems to suggest 
that it cannot be attributed to mere heat, malaria, moisture 





' Hygiene and Diseases of Warm Climates. Davidson. Art. 
Tropical Liver Abscess by Sir Joseph Fayrer, 
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or sudden alterations of temperature. It must be due 


‘ather to the combined effects of these with varying food, 
habits and modes of life, and the different degree of strain 


imposed thereby on the functions of,the liver." 


It has been repeatedly observed that any of the causes 
mentioned before, cannot set up ebscess of the liver. 
Inhabitants of the tropical climate do not often suffer ; nor do 
the alcoholics of the temperate climate. Ampebie dysentery 
does not always develop the hepatic abscess as a complication, 
and the natives who are saturated with the parasites of malaria 
rarely seek medical aid. for abseess of the liver. The liver, 
which is physiologically healthy, can withstand these causes 
seperately; but becomes inadequate for the struggle when 
two or more causes act in concert, Thus amæbic dysentery 
will easily help the amæbic invasion of a liver, which is in 
a state of degeneration by a tropical climate and the 
habitual ingestion of alcoholic stimulants. But even if the 
patient be temperate, the amæbie toxins may be of 
sufficient virulence to break down the physiological resistance 
to microbie invasion. Again the functional activity of the 
liver might be deranged by a chill, and hepatitis may 
supervene and ere long the degenerated areas will be 
invaded by the amæba or pyozenetie bacteria. This hypo- 

thesis is quite simple and attractive ; and it explains the 


various anomalies in the etiology of the disease satisfactorily. 
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And we have the sanction of an authority, for Davidson 
takes the same view of the matter. 


Now let us study, How.does dysentery cause liver 
Why does abscess’? Ewald remarks that **the liver 
— — forms a sort of catchpit between the right 
side of the heart and the blood of the portal vein, which 
receives all the toxic matters absorbed from the bowel and 
either holds it and gives it up little by little to the 
blood, or destroys it, or excretes it again with the 
bile into intestine”. ไท chronic dysentery which is 
generally the result of amaæbic invasion, the amount 
of toxic matter is increased, The liver is inefficient 


to counteract the toxic influence and sb abscess results. 


But the question may be asked, Why do not bacillary 
dysentery, typhoid and tubercular ulcerations vive rise to 


hepatitis or abscess ? 


Bacterial dysentery generally runs an acute course. To 


Why do not St "p degenerative and inflammatory 


other forms of 
dysentery cause 
it ? 


processes it requires some time, forthe toxins 
formed are soon eliminated by the stool. 
Macleod suggests that the typhoid and the tubercular 
ulcers are surfact lesions unattended with abscess formation 
in the walls of the gut. There is also free escape of the 
germs of putrefaction ; but in dysentery, besides the surface 
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lesion, there is really abscess formation with burrowing 
and retention of pus beneath the mucous membrane, and 
there is great liability to invasion of micro Organisms into 
the radicles of the portal vein. According to this view, the 
liver abscess becomes a pyæmic process. But the d ysentery 
preceding abscess of the liver is often of a catarrhal form, 
and not so severe as is required in the explanation. It ean 
not explain the fact that dysentery, though more common 
amongst natives than Europeans in India, is seldom 
followed by liver abscess in the former. Neither ean it 
solve the question of single and multiple abscesses, unless 


their formation be regarded as accidental. 


Martin thought. that liver abscess was intimately 
connected with lesions in the eæeum, but of 72 cases where 


the caecum was observed, liver abseess was found in 22. 


Agrain abscess is not uncommon after other ulcers 
of the intestine. Kartulis reported six cases of liver 
abscess with amæbic appendicitis. In three the intestinal 
lesions were severe in the eaeeum and the appendix. In one 
the appendix was most extensively diseased while in the 
caecum only small ulcers existed. He suggests that the 
portal of entry of infection may sometimes be through lesions 


in the appendix. Rolleston reports a case?! and Cassuto 





! Rolleston. Diseases of Liver 1906, P. 125, 
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detected typhoid bacilli in the hepatic pust.  Hülschner? 
found 12 eases of liver abscess in 2000 eases of typhoid fever. 
Fayrer cites two examples* in the Pathological Museum, 


‘Caleutta Medical College, which “ illustrate the formation 


of pyænie abscess in the liver, in one case as the result of 


amputation of the leg, in the other from injury to the 


bladder and rectum.” 


Brussais, who regarded inflammation of the intestinal 
Path of the canal as the common cause of inflamma- 
ofthe inflamma- 

tory process, tion of the hver, thought that the irritation 
from the mucous membrane of the intestine, especially 
duodenum was transmitted alons the 

(a) Bile ducts, ! 
bile duets to the ไห้ จอ, Andral and other 
French physicians supported this view. But in most cases 
such anatomical continwty of propogation can not be traced ; 
and again in such a supposition, hepatitis ought to be more 


frequent than it really is. 
Ribes first brought forward the theory that the inflam- 
(b) Porta] matory process from the intestinal mucous 
vessels. 


membrane is transmitted, through the 


medium of the veins to the liver. 





ต 
i Cassuto; Thes® de Paris, 1900, | 
München, med, Wochenschrift 1891, No, 4, 5. 
Davidson Diseases of the Liver P. 645, 
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Budd adopted this theory in a still wider sense that the 
portal blood becomes contaminated with morbid matter 
from the various kinds of uleers of the ceastro-mtestinal 
mucous membrane and that this being arrested in the de- 


venerated liver substance commences the abscess, 


But in such cases there is ubscence of inflammation in 
the portal vessels which is required by the theory. Cambay 


never found intestinal pylephlebites in his eases. 


This objection however is not valid for the morbid 
matter arrested in the degenerated liver substance, does 
not cause abscess by setting up inflammation, but by des- 
troying the nutritiqn. of the part and thus causing its 
death. Amreebe are frequently found in the veins of the 


submucosa and in the portal capillaries. 


Macnamara says: “I suspect Dr. Budd’s doctrine may 
be in many cases true, so far as 1t holds the abscess to be due 
to the poisonous effects of morbid matter taken up by 
the portal vein and precipitated upon the liver". But in 
Budd's theory “it has been far too generally assumed, 
that the dysentery precedes the hepatic inflammation; almost 
all physicians who have acquired their experience in warm 
climates have arrived at the conviction, tirat the dysentery 
is often preceded by the hepatitis, or that the two may 
be developed simultaneously, and that hepatitis frequently 


Y — 
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occurs without any disease of the intestine.” (Frerichs). 
* And may it not be that the liver abscess (or the state of the 
liver which precedes it) so impairs the functional activity of 
the organ that the lafee integtine is compelled to take on 
some kind of compensatory action, and is thereby either 
predisposed to the attack of the dysenterie poison (if such 
there be) or, as an immediate result of unwonted overaetion, 
becomes’ the subject of dysenterie changes ?" 
The other method of transmission is through the 
(c) Peritoneal peritoneal cavity. Councilman, Lafleur 
2 and Rogers support this theory. The 
parrasites migrate through the intestinal wall and then 
invade the liver. Lafluer detecte® amæba over the 
peritoneal surface of the intestine and liver in a case with 
peritonitis. 
As to the cause of the association of liver abscess with 
dysentery, Macnamara questions that in 


The cause of 
ee oe many cases, Is notthe reflex action exerted 
ร อ ล ละ» upon the liver by the diseased intestinal 
mucous membrane the cause of the congestion of the liver, 
Gr na reflex which accompanies the - first stage of 
ot the other. dysentery ? * And may it not be that one 
effect of this congestion upon the degenerated structure of 
the liver is so to interfere with its nutritions as to bring 


about a local death at one or more points ?” 


“SY f, f. 
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Then again it may be contested that both the diseases 
are the effects of a common cause and 
(b) Both de- ย : 
pend on the hence the co-existence of the two diseases 
sni: cause, - zt 
in the same individuaf. And may we not 
point out alcohol as the cause, in tropical elimate, of so 
much degeneration, not only in the liver but also in the 
mucous membrane of the intestine as to make the 
degenerated areas of the two organs fit soils for amæbie 
infection simultaneously, and which might have produced in 


certain persons either of the diseases seperately ? 


Or perhaps with more reason, we may look upon the 

(c) Both de. two diseases as depending on a concurrence 
m n con- ° . — 

pene of causes which individually will cause 


currence of 

an only one of the diseases. This view has 
the support of Murchison ! who says that “supposing, for 
example what is properly the truth, that dysentery is the 
result of a poison inhaled or swallowed in drinking water, 
and that hepatitis may be caused by a chill in a person 
whose liver has been congested by a residence in a hot 
climate, aided by intemperanee, irritating ingesta, and 
exposure to the malaria of tropical fevers, it is readily 
conceiveable that in a country like India where these 


causes so often operate simultaneously, attacks of dysentery 





1 Murchison's Diseases of the Liver. 2nd Ed. 1877, page 181. 
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and hepatitis—combined as well as seperate—should not 
be uncommon.” So Fayrer sayst: “ Dysentery, malarial 
fever, hepatites and liver abscess may co-exist with or 
supervene on each other, as results of climatic influences.’ ë 





* See Davioson. Diseases, of the Warm climate P. 644. 
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CHAPTER VI. 


Morbid Anatomy—Macroscopic and Microscopie appear- 
ances. The initial lesion,—cells, vessels, connective tissue. 
Formation of tropical abscess. Single and multiple abscesses. 
Their relations to dysentey. Site of the abscess. Why is 
the right lobe the common seat of the abscess? Its form and 
size. Quantity of pus. Contents. The fiver pus. Is liver 


pus sterile? The organisms found in it. 


The macroscopic appearance of the liver found in a 
Morbid Ana. Case Of hepatic abscess in the post-mortem 


tomy. examination :— 


“ As sequel to dysehtery, we find in the liver two kinds 
T a sedan. of lesions, firstly local necrosis of the 
pic appearance. parenchyma, scattered throughout the organ 
and possibly due to the action of the chemical products of 
amæba, and secondly abscess, single or multiple. When 
single, the usual seat is the right lobe either towards the 
convex surface near its diaphragmatic attachment, or on 
the coneave surface on the proximity of the bowel. 
Multiple abscess are small and generally superficial. In 
early stage the abscesses are grayish yellow, with sharply 
defined cantour, and contain a spongy necrofic matter, with 
more or less fluid in its interstices. The larger abscesses 
have ragged necrotic walls, and contain more or less viscid, 
7 
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greenish-yellow or reddish-yellow purulent material mixed 
with blood and shreds of liver tissue, The old abscesses 
have a fibrous wall of a dense, almost cartilaginous 


toughness." . 


The state of liver outside the zone of the abscess 


is variously described by the authorities :—— 


Rouis :— Volume of the organ is normal in 63 per cent. 
of his cases. The vessels may increase or decrease. Of 
25 eases he found the liver diseased in 19 and healthy in 6. 

Waring :—The liver is softened or altered in colour. 

Kelsch and Keiner :—Parenchyma of the liver outside 
the abscess zone 1s as a rule healthy. 

Davidson :—Liver is rarely healthy after chronic 


dysentery. 


The inter-lobular areas are always the first to become 
.  disintegrated and the periportal areas 
(b) Microscopie 4 : x 
Appearance. persist until detached by the necrotic 
process. The microscopic changes in the liver cells 
consist of a granular degeneration; and I have seen it 


often with the deposition of intercellular granular matter. 


In the earlier stages the cell wall and nucleus may be 
detected but often cannot be made out. The cells often 
ook scaly and their edges ragged and disintegrated and 


often look like cell walls filled with granular debris. Fat- 


*; 
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globules are often present and the cells may show extreme 
fatty degeneration. 
The edge of the abscess consists of necrotic liver cells 
. 
where ameba, leucocytes, blood corpuscles and fibrin 


filaments are found. The capillaries are dilated, filled with 


" blood and often contain the parasite. Outside this layer 


is a zone of connective tissue cell-proliferation in which 
mononuclear small cells are abundant; but the hepatic 
cells are compressed or atrophied. This layer is surrounded 
by a hyperemic zone in which thrombi may be found in the 
branches of the portal veins, and the amceba and bacteria 
abound. The absenee of leucocytie infiltration should be 
noted as it usually accompanies suppuration of bacterial 
origin. 

The contents of the abscess cavity are composed 
of fatty and granular detritus, degenerated hepatie cells, 
pus globules and amæba which are commonly found in the 
abscess walls chiefly in the necrotic zone. Mallory has devised 
a differential stain, by which the amæbæ can be identified 
in the tissues. Cultures often give negative results,—they 


are usually sterile. 


Opinions vary as regards the initial 1 อ ร โญ า in hepatic 


‘Initial Lesion. | abscess. Virchow! describes the lesion 


beginning in the ce//s, which become granular, then opaque, 
finally soften and suppurate. Klebs cn the other hand 


© 
ง โน | 29 L 
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maintain that the changes in the cells are due to compres- 
sion exerted by the mass of septie micrococci distending 
the adjacent vesse/s, and then the process of suppuratiom 
commences on the “portal, side of the lobules. There is a 
third opinion—elaborated chiefly by Leibermeister and 


Koster—that the initial lesion is in the connective tissue. 


The tropical abscess of the liver forms thus :— 
The first stage is the occurence of hyperemia of the 
Formation of organ. The vessels dilate dueto the deposit 


the tropical | | 
abscess. of the morbifie matter. Gradually, the cells 


become cloudy, granular and opaque. A yellow spot soon 
appears, surrounded by translucent greyish ring and here 
suppuration begins. The cells disintegrate and a purulent 
collection is formed. The size of the abscess depends upon 
the state of the liver. The abseess may be encapsuled 
by a limiting membrane, which is developed from the 
connective tissue becoming the seat of the inflammatory 
process. 

In chronic cases, the abscess walls may be firm and 
thick, but as a rule the limiting membrane is wanting, 
and section of the wall shows an internal layer grayish in 
colour, shreddy, consiting of necrotic hepatic tissue, pus - 
cells and ameba, a middle layer brownish red in colour, and 


an external zone of hypermænie liver tissue. 


If it be not confined by a limiting membrane, it 
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enlarges at the expense of the liver substance, and though 
it becomes encysted, after a quiescence of variable 
<luration, begins active efforts to communicate externally. 

The tropical liver abscess, though commonly, is by no 
means, single. The following table will show the number 
of single and multiple abscesses as observed by the different 
surgeons :— 
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It will be seen that there is a large preponderance of 


f single abseess in the statistics of all the 
Single and mul- 3 


tiple abscesses. observers except in the case of the Sanitary 


Commissioners; single abscesses ‘would be eliminated 
by operation, while the multiple cases would come 
prominently in the autopsy. This may explain the 
preponderance of the multiple abscesses. The single 
abscess though frequently found in dysenteric cases, 
is more commonly met with when there is no intestinal 
lesion. But it should be remembered that in many cases, 
single abscess results from the coalescence of two or more 
abscess. This is evident from the fact that the cavity is 
often loculated indicating that several original foci of 


suppuration have united together. 


The following table (Dividson) represents diagramati- 
Relation ot cally an analysis of the Indian results, 
multiple iine shewing the relation of a single and 
i arr a id multiple abscess to intestinal ulceration ; 
it merits some attention on account of its bearing on the 
question of the existence of dysenterie and non-dysenteric 


form of liver abscess :— 
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Multiple Single | No ulcer, Ulceration 
198----- 271 —————-73 | 98 _ 171 —— Tas 
ร อ บ ๐ . 8 | | 27 p.c. 67 P.C o | ง 4 p.c. 
FE es AE 
É c. I= 
Is i ia 
EL e | 
DOO cases 509 cases 
E + 
Š | อ | © 
3 | = = | à 
E = | S = | 2 
Multiple | Single No nicer. Ulceration 
40———— 238 98 140------ 388 | — ——198 
59 p. c. 41 p. c. l p. c. 59 p. c. 


Abscess occurs more frequently in the right lobe than 


Site of the the left; the upper and posterior part of 
abscess. ` « 
the right lobe is the common seat. Much 


less frequently, it occupies the concave surface of the liver. 


e 


Observer. o de Right lobe. Left lobe. Both lobes. Spimellt: 
Waring 300 163 or 673 16 or 66 35 or 14'4 
p. c. p. €. p. ©. 

Davidson 7Osto 80 ,, 5 6 ๐ 15 ,, 2 to 5 p. c. 
Maclean 9 se |, 5 
Rouis 639 786 » 168 n te i 
Bortholow 70 T 

132 85 45 2 
Haspel 30 1 


Now the question may be asked, Why is the right lobe 


Why is right more liable to the disease than the left? 
lobe often — Gs Š ; 
attacked ? This can be explained if we consider— 


(1) The right lobe is six times larger than the left. 


/ 
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(2) Serege’s 1 experiment proves that blood from 
the intestines is chiefly directed to the right lobe. 

(3) Rogers thinks that as amæbic dysentery invades 
the ascending colon and hepatic flexure, there is possiblity, 
in cases of superficial abscess at least, of the direct passage 
of amæba across the peritoneum to the right lohe. 

The hepatic abscess is generally round in shape; but 

Form. it often becomes irregular and even digitate 
and loculated when the abscess results from the fusion of 


multiple foci of suppuration. The smallest abscesses were 


often sphericial or ovoid. 


The size of the,abscess depends upon its age, the 
Size. stage of progress and the resistance of 


tissues around it. 


The quantity of pus contained in the cavity may vary 
from 2 to 4 oz to 150 oz. The largest 

Quantity of 
pus. sized abscess may contain 3 to 6 litres of 
pus. In one of Annesley’s cases the quantity reached 
90 oz. In Inman's case, it measured 13 pints. 
Fayrer? removed 80 oz and again 50 oz of pus 


from the same liver within a week. Forty to sixty 





! Soc. Med. des Hop. April 26, 1901. Journ. de Med de Bordeaux. 
May 25, June 1 and 8, 1902. 


3 Bee Davidson Tropical Disease. P. 643. 
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ounces of pus is the quantity that I found in the 
majority of my patients. Single abscesses are generally 
large and may vary in size from an orange to a cocoanut. 
In Lieutund’s ease, the quantity of pus was 12 pounds. 
The largs abscesses often involve more than three-fourth of 
the entire organ; and in rare cases the whole liver may 
be converted into a huge abscess sac. Strong reports such 
a case, the liver and abscess weighed 3700 grams. Portal, 
Haspel and others record cases in which the entire organ 


was converted into an enormous bag of pus. 


Multiple abscesses are often small, varying in size from 
a plum to an orange. According to Lafleur, the smallest 


visible abscesses have a diameter of 140 5 mm. 


The contents of the abscess depend upon the nature of 

Contents. the disease, the rate of its progress, the 
state of the hepatic parenchyma and the presence and 
absence of a limiting membrane. In chronie cases where the 
abscess has a dense limiting membrane, the pus is laudable, 
or dry and cheesy ; in the embolic cases, it is dark brown, 
ichorous or grumous; in the true tropical cases, the 
contents may be creamy, sanguinolent, or sero-sanguinolent, 
dark or grayish or dirty white and purulent, viscid or 
watery, frequently like thick gruel, chocolate 
coloured, sticked with bile or blood, closely resembling 
‘anchovy-sauce’ and emitting a sickly, disagreeable, 
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mawkish odour. This is the so-called hepatic pus, 
characterestic of the tropical abscess. It is sometimes 
tinged green by bile (Rokitansky) and becomes offensive 
if the abscess be situated near the eblon. In one instance 
it had the sour smell of chyme, though no connection with 
the stomach was found. Fagge mentions a case, in whom 
the pus had a peculiar nauseous odour and a brick dust 
colour. 

The hepatic pus consits of fatty liver cells, fat globules, 
Microscopic debris of hepatic tissue, leucocytes, red 
EVE: reri 8 blood corpseles and frequently shreds of 
necrotic liver tissue. In it, are often found the h:ematoidin 
and Charcot-Leyden *rystals, bile sometimes, oil-globules, 
bacteria and ameba. The polymorphonuclear leucocytes 
are either absent or present in small numbers only. 


As regards the presence of bacteria and amoeba opinions 


differ :— 


No. of No. of cases in 
Observer. Cases. Organism. which they occur. Remarks. 
Rogers 34 Cocci 16 In 6 accidental 
contamination 
is possible. 
Kartulis 19 Bacteria free or 14 
included in 
amceba. 
Kruse 
Pasquale } G " : ° 
Morgenroth Streptococci and : — often 
hina Staphyloceci absent in pus or 
ร ) PX nbscoas wall. 
Futcher 27 Bacteria 15 . 
Strong 23 e " 13 


= J i 
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In many cases the pus is sterile. Cantlie says: “The 


liver abscesses arising from metastatic or 
Is the liver pus | 


sterile ? pyæmic infection will be found to contain 


bacteria in every ease; but that idiopathic or true tropical 
abscesses, the result of hepatitis may not show bacteria in 
their contents until after the pus finds exit from the liver. 
But the formation of pus independently of bacterial infection 
would transgress the basis of our pathological knowledge.” 
So this is explained as due to the fact that the bacteria 
present in the early stages, die out later on. Manson 
explains that the absence of the amæba in the first liver pus 
is due to the death of the infusorian amongst the dead 
central pus ; and he says the amæba is*only to be met with 
in newly formed pus which finds ready escape, or in 
scraping from the walls of the abscess cavity. Calmette’s 
theory suggests that the sterile absceses are not caused 
by any pyogenie bacteria but by some chemical substance 
derived from the bowel and thus explains the absence of 
bacteria in the abseess cavity. This theory has the support 
of Grawetz and Scheuerlen who artificially produced 
liver abscess by injection of cadaverin and peutrescine, 
Cantlie hints that the liver pus may be necrosed liver 
tissue floating in a sero-sanguinolent fluid, and is not 
like ordinary pus, so bacteria need not be present in it. 
Councilman and Lafleur, however, in addition to the abscess 
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formation, have also described a wide spread necrosis of the 
cells round the central veins of the lobules. They suggest 
that this is due to soluble chemical products of the amoba. 


But the evidence is not conclusive.* 


The various kinds of organism found in the hepatic 


pus are :— 


Bacteria, Staphylococci, Streptacoeci, Colon Bacillus 
Organisms. and Bacillus Pyocyaneus. These are abundant 
in the capillaries between the pyogenetic membrane and 


the liver substance. 


Amoeba is found in pus or abscess wall. They are 
abundant in the smaller abscess in the pyogenetie 


membrane and also in the thrombi of the portal vein. 


Crimm and Berndt found active flagella in the pus ; 
and Manson came across a ciliated infusorium like Balanti- 
dium Coli. The peculiar organism I found in the pus and 


also in the stool of a patient will be deseribed later. 


Netter found that after ligature of the bile duct, 
staphylococons aureas appeared in the gall-bladder ; thence 
they penetrated into the liver and the blood, and abscesses 
were produced in the liver and other organs. Kartulis found 
amæboid organisms in dysenterie liver abScess, but not in 
the idiopathic variety, in which he found Bacillus pyogenes 
fetidus and albus. Even in the dysenteric variety, he thinks 
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that the dysenterie liver abscess is due to pyogenic bacteria, 
carried thither by amba from the intestines. Meacfayden! 
made a bacteriological examination of a case of tropical 
abscess of the liver, and found that the staphylococeus 


pyogenes aureus undoubtedly produeed the suppuration. 


Bonsfield? records a case of liver abscess, in the pus 
from which, a diplocoecus was found soon after operation, 
simulating the gonococcus in appearance and staining 


reaction. 


— — — — — — — 


1 Macfanydens “ Notes on the Bacteriology of Tropical Abscess of 
the Liver in Davidson's Diseases of Warm Climates pp. 658—661.] 

* Bonsfield. Lancet January 1908, A case of liver abscess due toa 
Diplococcus similar in appearance and stainingereaction to the Gonococ- 
cus," Journ. of the Royal Army Medical Corps Vol. X. No. p. 80. 
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CHAPTER VII. 


Cause of Suppuration—tacteria and amaba. How do 
amele act? History of amaka. Their various forms. 
Biology of Ameba. Distribution of ameba in the body. 
[ts presence in healthy persons. Behaviour towards physical 
and chemical substances. Characteristics of ameba coli 
and amæba hystolytica. 

What is the cause of suppuration—Bacteria or Amæba ? 

In the pus of hepatic abscess both amæba and bacteria 
Cause of sup. are present; so it becomes difficult to decide 
puration. whioh of them 1s the real cause cf suppura- 
tion. The experiments performed by Musgrave and Cleg 
are useless in proving either way as they were made with 
amæba grown with bacteria. When the vena porte is the 
channel of infection, amba possibly carry bacteria with 
them. But wecannot even assert so far, when the infection 
occurs directly through the peritoneum. At the present 
stage of our knowledge we may think that amebe with 
or without bacteria set up dysenterie liver abscess. 


How DO AMŒBæ Act? ' 


1. Councilman and Lafleur think that the soluble 
products of amba give rise first to necrosis of hepatic cells 
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and the breaking down of the tissue is caused by active 
penetrating and disintegrating movements of the organism. 
The ameeba works in the living tissue around the abscess. 
This theory has the support of Marshall’, Manson? and 
Rogers. | 

2. Another opinion is that the ameba is simply the 
carrier Of bacteria to the hepatic tissue; and the suppurative 
process is the work of the bacteria (Kartulis). But 
it is unsubstantiated and implies the presence of the amceba 
in the liver abscess invariably—an assumption without the 


corroborative testimony of facts. 


3. Kruse and Pasquale regard both the amceba and 


bacteria to be responsible for the absctss formation. 


4. Miss Sheldon Amos? thinks that the amebie 
infection is a secondary one; and that the amceba gains a 
footing in the liver when it has been damaged by bacterial 
invasion. Kelseh and Nimier deny that ameeba is 
responsible for the production of liver abseess.* Cantlie 
says : “ The amoba plays no part in the changes which lead 
up to an abscess, and it is only when the abscess is tapped 
and flowing that the amceba travels towards the region."* 





B. M. G. Juge 10th, 1899, 

Tropical Mediaine page 294. 

Journ. Path. and Bacteriology. viii. P. 348. 1912, 
Bull. Acad. de Méd. Paris 1900 t, xliii, P, 237, 


Encyclopredia Medica, vol. 7. P. 22. 
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Lamb! in 1860 first found amoba in the stool. 
Hite a Lewis in 1870 found them in the stool of 
ameba, a cholera patient in India. Loesch found 
numerous motile amœbæ about 5 te 8 times the size of 
red blood corpuseles in the stool of a man suffering from 
chronic diarrhea, He injected the stool containing amceba 
into the dogs, one of which shewed dysenterie lesion 
in the intestine. Grassi detected amcba in the stool 
of the healthy persons and so did Cunningham and 
Lewis who thought them to be the transitional stages 
of flagellates and sporozoa. In 1883 Koch in Egypt found 
them in the deeper parts of ulcer in cases of dysentery, 
and hinted at the casual relationship to the disease. Kartulis 
next noted a relation between the number of the organisms 
and the severity of the symptoms of dysentery. Other 
observers, Osler Councilman, Lafleur, Simon, Musser and 
Stengel in the United States confirmed the identity of the 
amæba, and Normand, Sonsino, Perroncito and Halva 
supported the amæbie theory of dysentery by injection 
experiments. Calandrucio swallowed encysted amæbæ 
which re-appeared in his normal stool. Massiutin detected 
amceba in intestinal diseases other than dysentery. Cohen, 
Nasse and Quincke and Roos (Germany), Kovacs (Austria) 
and Lutz (Brazil) confirmed the observations of Kartulis. 
Kartulis produced dysenterie lesion with the cultivated 
8 
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ameba and with the pus from a liver abscess containing 


amæbæ but no bacteria. 


Quineke and Roos found two varieties of amæbæ one 
agreeing with Losch’ss Amæba Coli and the other showing 


ง ก . different eneysted state and failing to 
amoba. Produce dysentery by the injeetion experi- 
ments and therefore called Amoeba Coli Mitis. He distin- 
guished a third harmless variety—an inhabitant of normal 
mtestine— the Amaba Vulgaris. Sehubere, Kruse and 
Pasquale also found amæba to be the normal inhabitant of 
intestine sometimes, and succeeded with the pus (bacteria 
being absent) of hepatic abscess in producing dysentery in 
cats. They recognised a pathogenetig amata dysentery from 
non-pathogonomie ameba coli, Zancarol showed that pus 
from hepatice abscess in which amæba could not be found, 
set up dysentery in cats, thus proving that sterility can 
not be decided by the absence of amaba. 
Celli and Fiocca have described six different kinds of 


amæbæ found in the human stool : 


l. Ameeba lobosa var. guttula. 


3. ss ss » Oblonga. 

3. š; spinosa. 

. ร iy dhaphana. 

5. * vermicularis. tis 
i S. 2m. reticularis. 
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Boas obtained negative results by the injection experi- 
ment in some cases, but it can be concluded that ameba 
is the essential factor in the causation of amebie 
dysentery. Harris succeeded in producing dysentery by 
injection of fæces containing amæba and in one case 
amæbic abscess of the liver. Attempt to produce 
dysentery or abscess by the injection of ameba-free 
bacterial culture of dysenterie stool failed in all cases. 
Marchoux suceeeded in producing not only dysentery by 
injection of dysenterie stool in cats but also single and 
multiple abscesses of liver. Thus we see that amebi 
dysentery has a claim to be accepted as the cause of 
tropical abscess of the liver. But we must remember that 
amcebie dysentery as a distinct disease is not established 
beyond doubt. Cantlie says! :—“ The very presence of 
the ameba coli is now known not to bear a pathological 
significance, for it is a resident in the healthy gut. The. 
normal presence of the amceba in other organs has not 
been fully investigated ; but in many abdominal lesions 
the ameeba finds its way thither, perhaps as a consequence 
of the pathological change rather than as a factor in the 


origin of the changes.” 


Biology of Amoeba. The amæbæ are classed under the 





! Encyclopædia Medica. vol. 7, P, 21 
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Rhizopada of the Protozoa. They are unicellular parasites, 
Morphology. having a granular endosare and a clear 
ectosare. Those organisms move by means of pseudopadia. 
It possesses a nucleus'plaeed eccentrically in the endosare. 
A nueleolus is also seen in coloured preparations. Red 
blood corpuscles, pigment granules and bacteria have been 


observed in the endosare. 


In preparations from the stools, Borrell’s blue is 
Stain. the most satisfactory stain. In tissues the 
theonin stain, and for stainining permanent preperations 
from cultures, Wright's modification of Romanowski’s 


method are recommended. 


All attempts to obtain culture of pathogenetic 
Biology. species by Musgrave and Cleg, and other 
pathologists have failed. The saprophytic amæbæ 
have been grown on solid culture media free from all 
extraneous substance except bacteria by Ogata, Celli, Fiocca 
and others. It has been shown that certain amæbæ 
develop only in relation to bacterial symbiosis. Tsujitani 
obtained cultures of amæbæ with cholera spirillum. 
Musgrave and Cleg obtained plate cultures of amœæbæ from 
dysenterie stool and liver abscess in man. They were able 
to separate bacteria from amceba by heat; but in no case did 
they observé multiplication of amebw in the absence of 
living bacteria, In the amebic abscess of the liver where 
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bacteria can not be found, they consider it possible that 
otber organic substances, possibly of a labile nature may 
in the living body act in the same way as the bacteria. 
The selection of the bacterial partner is very difficult 
especially of the pathogenetic amoeba which would not 
act injuriously, for instance in the monkeys without its 
pathogenetic bacteria. 

Cassagrandi and Barbagallo have studied the develop- 
ment of non-pathogenetie species ; and Schaudinn has given 
an exact account of the pathogenetic species which is called 


Lntameba hystolitica in contradistinction to the first variety 


or Ænlamæba coli. 


Distribution of Amœbæ in the Body. “ Besides the 
intestine and neighbouring tissues, the abdominal cavity, 
Distribution. absess of the liver, lung, and pleura, 
amæbæ have been found in the following pathological 
conditions : in ascetie fluid in cases of abdominal tumor; 
in necrosis of the jaw-bone; in abseess of the mouth; 
and in disturbances of the bladder and urine. Celli and 
Fiocea reported their cultivation from the larynx and lungs 
in cases of tubereulosis, and Gross and — found 
them in tartar scraped from the tecth".! 


\ Osler's System of Medicine, Vol, I. P. 494. 
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The presence of amaba in healthy persons does not 
prevent us from saying “that they are not suffering with 
an early or latent form of the disease (dysentery), or 
that the malady does not exist in its incubation period, 
unless we follow them over long periods of time in 
which no disease develops."' Amoeba also occur in the 
stools of those suffering with other diseases than dysentery 
as chronic diarrhea, cholera, intestinal tuberculosis, 


typhoid fever, hemorrhoids, ete. 





! Osler's System of Medicine. Vol II, p. 498. 
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|l. Amabacolli. 2. Binary fission. 3. Encysted stage. 

6. Part of It cast out or absorbed. 7. Formation of a new mucleus. 

10. Remaining mucleus again divides. ||. Again one-half absorbed 
intoa single mass. 13. Active and passive pro-muclei. 14 Their 

17. Free amebe. 








colli. Diagramatic 
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- —4. Daughter Nuclei, and division of protoplasm. 5. Chromidia 
- 8. Nucleus divides into two. 9. One-half absorbed or cast out. 

or cast out. 12. Thickening of the wall and fusion of protoplasm 
fusion. 15. Zygote nuclet or Sankarya. 16. Cyst of 8 nuclet. 


= + + 7 ——F 
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The life cycle of Amba Coli and Amæba Hystolytica 


according to Schaudinn :— 
Amoeba Coli: Multiplies by binary and also by multiple 


* g ต ด 
Fife crie 6! fission, to form 8 free amcebe which feed 


A. coli. | | 'Q 
and grow. So they vary between 8 and 


50p in diameter. This fission is more marked in the 
fluid stool. Then the amcba becomes encysted and 
passes out of the gut. Each cyst contains a single 
uninucleate ameba; the nueleus dividing, form two 
daughter neuclei which go to the opposite poles of the 
eyst. The protoplasm then divides; each nucleus now 
becomes resolved into chromidia, some of which are absorbed 
or cast out. From the remaining chromidia a new nucleus 
is formed, which divides into two, the one-half being 
absorbed or cast out. The remaining nucleus divides again, 
and again one-half is cast off. The eyst walls become 
thicker, and the protoplasm shrinks, the two distinct portions 
fusing into a single mass, in which are seen the two mature 
generative nuclei. Each nucleus divides into a pair of 
daughter nuclei—the active and passibe pro-nuclei. The 
active pro-nuclei of each pair fuse with the passive 
pro-nucleii of the other pair; so the cyst now contains two 
zygote nuclei or synkarya. Each synkarya divides into 
four so the cyst contains 8 nuclei. At this stage, cyst 
requires to be swallowed up by a host; then the contents of 


OWN Amd 


 — 












124 TROPICAL ABSCESS OF THE LIVER. 

the cyst escape in the large intestine of the host and the 
protoplasm divides up round 8 nuclei to form 8 small 
amæbzæ which just as in schizogeny, start on the vegetative 


phase and then complete the life cycle. 


Amoeba Hystolytica: Multiplies both by binary fission and 


ihe Sete ce irregular gemmation in which, multiple 


A. hystolytica. nuclear division leads to the formation of 


infinite number of independent individuals. The average 
size varies between 25 to 30x4 in diameter, the nucleus 
being 4 to 6y in diameter. In unfavourable conditions, 
the formation begins of resisting phases, not however of 
cysts, but of spores ; the nucleus first gives off chromidia 
and is then rejected. The chromidia collect near the 
surface, and ectoplasm grows out into little elevations, 
each containing numerous chromidia, which separate from 
the parent, as spheres of protoplasm to become afterwards 
spores. The remainder of ameba degenerates. The 
spores then become surrounded by an envelope. ‘These 
spores can produce dysentery in feeding experiment; but 
nothing further in their life history is known. 


Vedder! classifies the characteristics of Amoeba 
histolytica and ,Entamæba coli as follows :— 


# 





: Vedder, E. B. (March 24th 1906). Journal American Medical 


Association. 





CAUSE OF SUPPURATION, 


ENTAMŒBA HISTOLYTICA 
(DYSENTERLZE.) 


25-30 Microns (not n dis. Size 
tinguishing feature) 

Usually some other shape Shape 

Greenish Colour 


Ectoplasm and Entoplasm Protoplasm 
easily distinguished 

Ectoplasm very refractive 

Ectoplasm finely granular 

Entoplasm conrsely granular 


Pseudopodis. 
Large and easily distin- 
guished 
Certain ectoplasm and en- 
toplasm 
Many Vacuoles 
Often absent. When prsent Nucleus 


its structure hidden except 
in stained specimens. Nu- 
clear membrane not well 
defined, Changes position 
markedly. 


Many 


Great progressive motility Motility 


Hed corpus- 
cles ingested. 


125 
ENTAMCEBA COLI. 


10-20 Microns. 


Spherical when resting. 
«-Upaque grayish. 

Ectoplasm and entoplasm 
distinguished with difficulty. 
Ectoplasm not refractive. 
Ectoplasm homogeneous, 
Entoplasm finely granular. 


Hard to distinguish, 
Entirely ectoplasm. 


Often absent. 
Never more than one. 


Almost invariable, with 
well-defined nuclear mem- 
brance and other structure, 
In moving, organism  re- 
tains relative position. 


None observed. 


Often absent, or, when pre- 
sent, of limited extent and 
short duration. 


Lösch, quoted by Manson, gives very similar character- 


isties, and in addition mentions : 


Multiplication. 


In the intestine by fission 
and budding. On hard 
fæces on outside the 
body resistant s 
formed without encyst- 
ment. 


(These develop when swallowed) 


In the intestine by binary. 
fission and also by multiple 
fission into 8 ammbulm 
On hardfreces and outside 
the body encystment and 
formation of 8 amwbulsæ. 


(These are set free when swallowed) 


[Quoted in Balfour and Archibald's Review—Tropical Medicine &c, 
Supplement to the Third Report of Wellcome Research Laboratories at 


Khartum 1908.] 
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For the cultivation of amaba hystolytica the following 
media may be used :— 
1. The ordinary culture media, or a combination of 


tap-water 90, alkaline nutrient broth 10 and agar 0.5. 


2. Hay or straw media: take 30 grams of hay or 
straw and | litre of water. Boil for half-an hour. Make 
the filtrate alkaline with sodium carbonate 5 grains. 
Boil and filter. By adding half per cent. of agar before 
neutralisation a solid medium can be obtained. 

9. Fucus crispus medium: take broth or tap-water, 
add 5 to 15 per cent. of fucus crispus. Boil. Add 1 ce. of 
decinormal potash to 10 ec. of the medium. 

i. To cultivate ameba with” bacteria, prepare a 
bacterial medium composed of agar 20 grams, sodium 
chloride and extract of beef each *3 to *5 grams, with a final 
reaction of ] per cent. alkaline to  phenolphthalein 
(Musgrave). 

6. Ordinary gilatine medium: wash the gelatine with 
distilled water and then sterilise (Lesage). 

It is difficult to obtain a pure culture for there must be 
present bacteria as food of the ameba. If the amebic 
cyst be treated for 72 hours with 20 per cent. solution of 

water-free soda, the bacteria die out. The amoebic cysts 
do not then grow on ordinary culture media but readily do 
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so if the cultures of pathogenetic bacteria be added. Thus 
the pathogenetic bacteria of a particular species of amæbs 


may be determined. 


In a paper read at the British Medical Association 
Meeting, Major A. R. S. Anderson, I.M.S., has shown that 
during the year 1905, 2359 cases of dysentery were 
admitted to the Port Blair hospitals, and of 920 of these 
the stools were examined microscopically. In 262 flagellates 
alone were found, 29 exhibited amæbæ alone, 456 flagellates 
and amebe, 4 flagellates, amæbæ, and balantidium coli, 2 
flagellates and balantidium and 1 balantidium alone. In 167 
no protozoa could be discovered. The flagellates consisted 
of lamblia intestinalis, trichomonas intestinalis, and 
trichomonas hominis. The last species was most frequently 
encountered and constituted about 75 per cent. of the total. 
As control the stools obtained by administering a watery 
purge of 210 patients admitted for disease other than 
those of the bowel were examined. Of these 7 exhibited 
amæbæ alone, 54 amebe and flagellates, and 80 flagellates 
alone. The larger number of the amæbæ found in 
the eases of dysentery were no doubt those deseribed as 
entameba histolytica. In the non-dysenterie stools the 
amæbæ, but for the absence of blood corpuscles from their 
interior, could be in no way distinguished microscopically 
from entamæba histolytica. The 2meba was charged 
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with causing dysentery because it was found in the base 
and surrounding tissue of dysenterie ulcers, but he thought 
that the same charge could with greater cogeney be levelled 
against trichomonas hominis, in so much as it was found 
in the same situation and oecurred more frequently than the 
amœbæ in the dysenterie intestine. In his 920 cases while 
amieba was found 488 times, trichomonas hominis was 
found 540 times. Since then 1 per cent. of all cases of 
dysentery, or 2 per cent. of cases of dysentery with 
intestinal amoebiasis, he considered that the amæbæ could 
not be regarded as the cause of abseess of the liver. That 
amœbæ were found in the interior of abscesses of the liver 
was undeniable, but it was a very weak argument that they 
cause the disease. Many observers had found flagellates 
accompanying the amcebe im abscess of the liver, and yet 
while the am«eba was incriminated the flagellate was 
exornerated. He had attempted the experimental infection 
of animals (one kitten, one puppy, and two monkeys) with 
dysenterie stools containing both amæbæ and trichomonas 
hominis administered by the mouth or rectum, but he had 
failed to produce either dysentery or abscess of the liver ; 
notwithstanding that the introduced protozoa previously 
absent had persisted for many weeks in the stools of the 
experimental animals, In Dacca, and other places in Eastern 
Bengal he had found entamæba histolytica to be almost, 


Mages 
Belk E. 
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though not quite, as#prevalent in cases of dysentery as in 
Port Blair and equally dissociated from abscess of liver. 
He believed, therefore, that entamceba histolytica was not 


an important factor in the causation of abscess of the liver.” 


Before finishing the consideration of amæba we would 
like to draw the attention of the medical profession to a 
peculiar kind of amœba detected in the stool of a patient 
in the Darbhanga Hospital. It was a fatal case of dysentery 
in which the liver was enlarged and tender. We examined 
the stools and found innumerable organisms having 
pseudopodia, generally four in number, sometimes only 
one being present and then resembling a tadpole in appear- 
ance. They were swiftly whirling round and round, often 
avoiding any obstacle in their way. Bismuth and salol 
i large doses internally had the effect of stopping the 
movement altogether and of causing them to assume the 
spherical form. In some cases the pseudopodia became 
detached, which began to move and look like filiform snake 
like bodies. After stopping bismuth, the am«eba began 
their rotation again. The organism has not as yet been 
described in any books we have come across and we have not 
met with such organisms any more in, stools under the 
microscope. The whole phenomena were witnessed by 
Major Calvert, M.D., I.M.S., the then Civil Surgeon of 


Darbhanga and other medical practitioners of the locality. 
9 








CHAPTER VIII. 


Symptomatology:—Previous history. General outline. Hepa- 
titis. Fever: [ts digegnostic value. Pain:—local and 
sympathetic; shoulder-pain. Night-sweats. W casting. 
Rigidit บ of the right rectus. Decubilus. Effects on other 
organs: Lungs—Respiralion. Cough. Character of the 
expectorated liver pus. Pleura. Spleen. Digestive organs— 
Tongue, Teeth, Stomach, Colon. Peritoneum. Gall-bladder, 
Jaundice. Vessels:—pulse, retinal hyperemia. Uni nary 
system, Skin. Nervous system. Local signs :—bulging, 


enlargement, palpation, percussion, * 


The patients suffering from abscess of the liver often 


trace their disease to attacks of hepatitis 

S y m ptomato- - : ะ 

logy. Previous which often subside and recur for a time 
history. À . 

. before running into formation of abscess. As | 

5 


regards Europeans are concerned, most of the observers 












agree that history of dysentery (amoebic) is present in the. 

majority. Of the 100 cases, of which we have collected 

the notes, and who are natives of India, we have got the 
t: history of alcoholism 80 per cent. In some there is history m. 
of remote dysentery, and in none, have we been able to trace | 
moe like cause and effect. A few suffered from 
but the majority enjoyed good health but were | 
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addicted to drinking. In one case only, there was no 


history of alcohol, but of Ganja and Gooty. 


The patient, apparently in good ‘health, after a period 
. 

i of indulgence in alcoholic drinks, suffers 

General outline 

of a case of from dysentery (in case of Europeans) from 


liver abscess. 

which he recovers. But he does not regain 
his strength. After weeks, he exposes himself to a chill, 
becomes indisposed, suffers from headache, backache, bad 
tongue, anorexia, nausea, alternate constipation and diarrhaa 
and insomnia. He also suffers from | irritabilit y of temper 
and sense of weight and fulness in the right hypochondrium, 
and hepatitis. Later, on he gets an evening rise of 
temperature with rigors, complains of stabbing pain over the 
hepatic region and in the right shoulder and of dry cough. 
His complexion changes to a muddy hue. The fever 
increases—102° in the evening, the temperatnre becoming 
normal in the morning. He becomes thin, gets night- 
sweats. lle ean not lie on the left side; pulse becomes 
hurried,—580 to 100 per minute, "longue is foul, furred 
and yellow. Extremities become swollen, cold and clammy. 
Breathing shallow and thoracic. The right rectus becomes 
rigid; the palpation and percussion of th liver become 
painful. The area of liver dulness increases, its upper line 
being arched. The attack may lead either to resolution 
and recovery, or suppuration. A tender spot can be made out 

w. 
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in the lower intercostal spaces. Spleen is normal. There 
is pleuritie rub over the base of the right lung, and 
peritoneal friction over the liver. The urine is scanty, high 
coloured and deposits urates. "In advanced stage, we find an 
increase of hectic fever, emaciation, sweats, pain and dulness ; 
and after months, he dies worn out, the abscess bursting | 


through lung, pleura, ete. 


Hepatitis is often the first stage of the disease. The 
3 | patient suffers from fever, foul tongue, 
epatitis. | 

scanty urine and gastric irregularity. He 


complains of pain and tenderness over the liver, a 


sense of weight or tension, increased on pressure. Pain 


often radiates to the right shoulder. The organ, especially 
the right lobe becomes uniformly enlarged. It is not 
a fatal disease. Morehead cured 86 per cent. of his 
eases. In 1903 there were 354 cases in the English 
army with 3 deaths only. This condition of the liver is 


eaused by malaria, alcohol and rich diet; and so the organ 


becomes predisposed to suppuration à 


(A severe form of the disease, recurs and subsides for 
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or baeteria absorbed from the bowels into the liver which 
has beeome less resistant or inadequate for the struggle. 
Fever may be the initial symptom of liver abscess. 
e dem Sometimes liver abscess appears suddenly 
accompained by severe rigors, high fever and 
vomiting ; and thus simulates bilious remittent fever. Rarely 
it runs afebrile course: amongst our cases we noticed 
four patients who did not suffer at all from fever. Pit men- 
tions a case of late abscess which occurred 11 years after 
his return from the tropies. The fever may be absent and 
this happened to one of our cases in the S. N. P. Hospital, 
where a patient was examined by six doctors as to the 
E 
nature of his enlarged liver. There was no pain, no fever 
and no history of dysentery. We wrote our diagnosis and 
we all missed liver abscess. On aspiration, it was found 
to be a big liver abscess. The patient afterwards admitted 
the habit of /oddy drinking. Sometimes after a period of 
fever, it runs an afebrile course. This is especially seen 
in chronic cases. Osler! says: “ One of my patients, with 
a liver abscess which had perforated the lung, coughed up 
pus after his temperature has been normal for weeks." In 
subacute cases again there may be short Hashes of tempera- 
ture at intervals, followed later by steadier fever of a héetie 
type; and there may be afebrile intervals of several days’ 





! Principles and Practice of Medicine, P. 579. 
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duration alternating with spells of high temperature. But 
generally the fever is septie:ernie, intermittent or remittent, 
if it can be said to have any special type. In the septi- 
eemic form, the rigors areessevere and irregular (dail 
twice or once every third or fourth day). The temperature 
rises to 104° or 105°. In the intermittent type, it is quoti- 
dian with chilliness in the morning. More frequently it is 
remittent with irregular periodical excerbations : the matinal 
temperature being 95^, 99° or 100? and evening temperature 
1017, 102°, 103° and rarely 104°. Such a range of tempera- 
ture may last for 2 or 3 weeks when it makes its way 
outwardly. We saw a ease in Dr. Moir's ward, Medical 
College Hospital!, where the abscess Gontained 70 oz. of pus 
while the temperature ranged between 97° and 99° and 
in many cases, in which the presenee of pus was beyond our 


doubt, the thermometer showed a normal temperature 


» db 


morning and evening. “Fouquier? observes, that it is a 
peculiarity of parenchymatous organs, and particularly 
of the liver, to occasion no fever, even when they are the 


b. seat of intense disease". ? 








When pus is formed, the fever assumes the hectic 





* Moir. I. M. G une, 1807. 
> Gaz. des Hopetaux, 16th November, 1841. 


* Frerich's Diseases of the Liver, Vol IF, p. 127 footnote, Syd. Soc. 
"Trans. * 
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form with constant rise of temperature day after day followed 


by sweating, just as in pywmia. This hectic rise of 


temperature may be long before any actual bulging in any 
part is noticed. Sometimes this hectie fever resembles 


ague. We may have again double rise of temperature. 


In drunkards there is a low remittent fever generally with 


profuse sweating and furred tongue—this is often the 


preliminary sign of liver abscess. 
In Waring’s cases : 


Heetic fever in 34 cases. 
Cold sweats ,, 72 ,, 
Evenine rise 

of temperature ,, 22 


93 


Prostration W: d A ด” 


If the chill be decided rigor, the fever high and sweats 


Diagnostic profuse, it is possibly a pyæmic abscess or 


value of fever. large tropical abscess implicating neighbour- 


ing organs. The fever of a simple intermittent or remittent 
type indicates a medium sized abscess, making its 
way outwardly, with partial injury to the parts traversed. 


If it be irregular intermittent, with rigors, strong excerba- 


tions and profused sweats, possibly we.are dealing with a 


large aceumulation of pus. In chronic cases, the fever 


assumes the typhoid form. If symptoms of acholia be 


Nu ter 
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“added to the t yphoid condition perhaps a large extent of i 


the secreting structure of liver is destroyed. 


Classical writers lay particular stress on rigor as an im- 

E 3 . Rigor. portant indication of suppuration. Chevers 
i 2 says :—There is nothing else in nature like it, so terrible 
as its severity and so strong the convulsive agitation of the 
— body." Though it occured in the majority of our cases, 
"dt is by no means a constant symptom. Waring finds 
that rigor was mentioned as present in 25 cases and 


absent in 22. The fever may come with or without rigors. 


7 


b 


- Generally the evening rise of temperature is preceded 
Š E. a sense of chilliness or marked rigor simulating the 
T rigor of a quotidian fever. Cantlie thinks that rigor 
4 ET common in cases which follow upon hepatitis but 


CS m 


_ is rare in post-dysenteric ones. 
: The pain is caused by hepatitis and so may be e 
resent in the early stages but may disappear as the ` 
Pain. abseess develops and may be absent if the 

s be deep-seated. The nearer the pus is to the surface 

of the liver the greater will be the pain; and so the pain; 
y re-appear when perihepatitis occurs, 
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of drageing, weight and tension is complaind of, until * 


after suppuration it assumes a throbbing charaeter or à: 


“of the gland. “ Large central abscess and METTE 
do not of necessity cause it” and “it may be me asa 


SYMPTOMATOLOGY. 


the pain subsides. When the capsule is involved, the | 
Local. pain is of a stabbing kind or stiteh-like J 
and is increased by movement as by inspiration, palpation, M 


percussion, succussion or coughing. Chevers! says :-- E 


f. 
M. 


“When there is inflammation of the hepatic peritoneum, as % 
there was in my own case, the pain is so great as to render — - 
even the slightest movement of the trunk nearly š 
impracticable.” Rouis observed the symptom to he present m x 
141 out of 171 cases or 85 per cent. The pain on palpation 5 
is smarting and shrinking in character, the reetus muscle n. 
at once starting up as a rigid protection of the tender parts | 
below. The situation of pain varies it may be in 2 ว 
right hypogastrium, or epigastrium or at the base of the | 
thorax. However pain is not constant and is often absent: 


specially when the abscess is deep-seated in the 


general rule that pain is greatest where the al sce » s 
encroaches on a serous surface—pericardium, peritone ur m "4 


or pleura.” 


' 
Y 
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Shooting pains radiating over the chest and down the 


Sympathetic right Hank and hvpochondrium were present 
ม | Í ง E 


Shoulder pum. ° : š 
oulder p in one third of our cases. In abscess of 
. 


the right lobe, Sullivan found pain in the right shoulder 
and région of the scapula in one-sixth of his cases. Annesley 
believed this svmtom to be diagnostic of abscess on the 
convex portion of right lobe. This pain may radiate to the 
neck or down the arm. If left lobe be the seat, pain in the 
left shoulder is complained of. The pain may be persistent 


or intermittent ; it may be dull, gnawing, aching, or acute 


or burning in character. This referred pain is “a reflex 
transmitted from the hepatic radicles of the phrenic nerve in 
the neck which receives branches from the fourth cervical 
to the branches of the cervical and brachial plexus”. 
Waring remarks that this symtom existed in 45 of his 
300 cases, and that, in 9 1 cases, it was noted that it was 
absent. Budd found this pain in 5 out of 15 eases; and 
Rouis in 25 out of 163 cases or 17 per cent. Both Louis 
and Andral deny the occurrence of shoulder pain altogether. 
Chevers says:—“ I saw very little of the right shoulder 
pain of which so much has been written," In his own case 
he had no shoulder pain but he continues; “ For about two 
inches above the clavicle, my »/g4/-pAreute nerve felt like 
a sensitive cord painfully stretched.” Manson mentions a 


eases who complained of pain on swallowing, at the moment 





te m 
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the bolus of food traverses the lower end of the cesophagus. 
The shoulder pain merely indicates a perihepatitis—but is 


not diagnostic of supuration in the liver. 
P . 


Waring concludes :—** We are entitled to say that pain 
in the right shoulder is most frequently present when the 
abscess exists in the right lobe, especially when it is situated 
in its upper portion, but its presence no more necessarily 
implies that the abscess is in this lobe, or is in this portion 
of the lobe, than we are entitled to conclude that this lobe 
is not the seit of the suppurative process, because pain in 


the shoulder is absent." 


Rheumatie-like,pains and swellings of the hands and 
feet sometimes occur, as in septic affections. "They dis- 
appear rapidly when the abscess bursts or is opened. "The 
pain in the shoulder may be mistaken for rheumatic pains. 
Localised tenderness of the liver on deep palpation is a 
notable sign of the existence and of the position of the 
abscess. So the whole of the hepatic area should be explored 


carefully with our fingers, 


Nocturnal sweating is often profuse, his clothes being 
Night-sweats. drenched with perspiration. Even if he 
sleeps during the day, beads of perspiration appear on the 
forehead. This may not be marked, or absent; but 


profuse sweating is the rule especially during sleep. The 
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sweating is independent of the temperature (Lafleur). The 
skin remains soft and clammy except during the stage 
of rigor, Chevers says: “Profuse night-sweating occurred 
late in my own illness.”  * Night-sweats are, however, 
generally among the signs of approaehing dissolution 
in cases of liver abscess,” 

The wasting is generally decided and progressing ; 

Wasting. the panniculis adiposus becomes scanty, 
the muscles Hacid and bony structures protrude ; this 
is especially the case when they come for medical help in 
the hospital. A state of exhaustion is gradually developed 
in most cases but in private patients the flesh is often well 
retained. Rouis records a few cases in whom a great 
increase of fatty tissue was observed to take place. 

In some cases paralysis and wasting of the deltoid and 
other arm muscles, has followed an abscess of the liver, 
but the exact connection between them is not clear. 

The right rectus muscle remains in a rigid 


Rigidity of the condition which becomes marked during 
— percussion or palpation. This symptom was 
noticed by Twining and was considered as a pathognomonic 
sign of deep-seated abscess of the liver. It is purely a 
sympathetic affection, the result of an impulse to 
protect the inflamed organ, and is met with in other diseases 


besides abscess of the liver, as in inflamed gall-bladder, 
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Waring only finds it noticed as being present in 5 out his 


300 cases, and Chevers mentions it as a rare occurrence. 
He can not lie on either side ,for pain. Generally he 


Decubitus. prefers to lié on his back, with the shoulders 
raised and the knees flexed. The decubitus is usually 
dorsal or right dorsal, the body being bent somewhat 
towards the right and the right leg is drawn up. "The 
gait is also peeuliar; on standing, he stoops to the right 
and forward due to an “involuntary protective impulse." 
He can not lie on his left side, as it causes pain from the 
dragging on the adhesions formed between the liver and 
adjacent structures, or from the discomfort caused by the 
pressure of the enfarged liver on the heart and stomach : 
therefore he prefers to lie on the right side. But the 
deeubitus is variable ; and sometimes patients lie on their left 
sides, especially in acute cases before the formation of 
adhesions. Most of the cases observed by us used to lie 
on the left side in acute stage possibly to avoid the liver 
being pressed, but towards the later stages, they changed 
their positions, lying more on the back than on the right 
side. Chevers says: “I only found comparative ease- 


when lying on my back”. À 


In Waring’s cases — 35. 
10 could not lie on the left side. 
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3 could not lie on the right side. 


5 LE 3 ^ j. 53 จ จ 
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The formation of tropical liver abscess produces marked 
changes in organs which enter into relations with liver, and 


so the various effects are to be considered. 


In the lungs, we find symptoms of basal pneumonia 


Lungs. before rupture of the abscess into the lung. 


The congestion is due to the arrest in thoracie movements 
over the painful area. The abdominal breathing gives 
place to thoraeie, and the lower ribs remain immobile, 
consequently blood stagnates in the basal part of right 
lung; and inflammatory changes in the lower part favour 
consolidation. It is of sub-aeute type and persistent in 
character, with signs of consolidation and crepitant rales 
on inspiration. These signs indicate contiguity of the 
abseess to the diaphragm. After rupture, the sputum ts 
characteristic, and on examination of the chest, we detect 
bronchophony, brenchial breathing, defective resonance, 


feeble tubular breathing and increased tactile fremitus. 


Respiration is shallow, thoracic, short, rapid and 
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catching. It is short and catching when diaphragm is 
involved and painful if pleura is inflamed. The breathing 
is short and rapid due to the attendant fever and also 
because fuller inspiration is attended with a stitch. Breath- 
ing on the right side is entirely thoracie and the diaphragm 


is almost motionless. 


Cough is a constant symptom and is short, dry and 

Cough. hacking in character. © Tussis arida, sicea, 
mclesta quidem, sed rara" (Hippocrates). Itis “due toa reflex 
from irritation of the diaphragmatic pleura or from an 
inflamed condition of lung: or pleura over the abscess, or to 
oppression or dyspnaa from the bulging upwards of 
diaphragm." AfterWards when the abscess discharges 
through the lungs, cough is catching, severe and painful, 
and may be with vomiting or purulent expectoration. 
Another symptom, singultus or hiccup belongs to the period 
of discharge and is often extremely protracted and exhaust- 
ing. Louis thinks that cough when present is due to 
bronchitis, but we could not detect any signs of bronchitis in 
many, although they suffered severely from cough; thus 
proving the sympathetie nature of the symptom. 

The respiration may remain quite normal in some 
casses of hepatitis, especially when the pus is deep-seated 
and when neither the diaphragm nor pleura is implicated 
in the disease. 












144 TROPICAL ABSCESS OF THE LIVER. 


The character of the expectorated liver-pus is pathogno- 


Charater of the monie of the disease. Suddenly the patiert 


expectorated : ! 
liver-pus. expectorates brick-red  puriform matter. 






containing «debris of "liver tissue, sometimes tinge 
yellow from bile, with the physical symptoms of basfil 
pneumonia. The brownish tint of the sputum is due 
blood pigment and altered blood corpuscles; and 
there may be orange-red crystals cf hiematoidin. After 
a few days, it becomes brown, viscid and Jellv-like, and 
streaked with red blood. The blood comes from the 
abscess wall due to injury caused by the harassing cough. 
The pus sometimes contains amieba colli (Ruse and 
Lafleur). In one case, we found amæba colli in the 
expectorated liver pus, identical with those which exist 
in the liver pus and in the stools. They were in number 
and displayed: active amieboid movements under the 
microscope. 

The pleura is sometimes inflamed by infection through 
Pleura. the diaphragm before rupture. Friction 
sounds and symptoms and signs of pleurisy indicate this. 
complication. The friction sougds due to perihepatitis may 

thus become obscured. 
| Enlargement of spleen is as a rule a rare complication 
. Spleen, | of tropical abscess for the portal circulation 


is not interfered with by the disease. "Phe spleen may be 
-i | wr. 7 
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found to be always small. We found however enlarged spleen 
in five of our cases, but they suffered from previous 
malarial infection. 
Tongue: The tongue may remain clean and a smooth 
Digestive red tongue with fissures is not uncommon ; 
Te but it is usually eoated and furred at the 
onset, butin protracted cases it may become clean or is only 
slightly foul. In some few cases it is brown, dry and 
glazed in parts, whilst covered with a grey or yellowish 
membrane-like erust at the base and margins, a condition 
often present at the onset of suppuration. Haspel and 
other French physicians have not confirmed the opinion of 
Annesley who thought that the projection of red papillæ 
through a grey eoating of the tongue, which ultimately 
become brown or brick-red, was a diagnostie sign of 
inflammation in the liver. Neither was any critical saliva- 
tion observed to accompany hepatitis, as maintained by 
Portal and others, 
Teeth: Aphthæ and sordes on the teeth are a late sign 
and usually foretell a fatal termination. 


Stomach: Loss of appetite is marked from the begin- 
ning. The patient often vomits either due to pressure of 
the enlarged liver on the stomach or as an expression of 
gastric catarrh, Obstinate vomiting a symptom of 


ominous import in the prognosis is present in many cases 
10 
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and ought to excite suspicion in a tropical climate. If 
the walls of the stomach or abdomen be affected, vomiting 
may recur until pus escapes into other channels. Vomiting 
๑ 
or nausea was present in 74 of Waring’s cases, and absent in 
10. Fayrer and Maclean attach diagnostice importance to 
the frequency and persistence of the vomiting. — Bartholow 
confirms them: of 54 cases he found this symptom in 74. 
In our patients, however, vomiting was not so marked a 
symptom—it was present in 27 per cent. of the cases. 
Vomiting is more frequent when the abscess is in the 
left lobe or when it oeeurs in both lobes. Rarely vomit- 
ing may be due to the abscess pressing on the pylorus and 
leading to pyloric obstruction. Flatidlence and eructation 
are commonly present. 


Colon: Bowels: The patient often complains of 

flatulence which may be troublesome. Bowels are either 

Lh confined or irregular; or there may be diarrhea and 
dysentery due to ulceration of the intestine caused by 


T septice absorption from the abscess. A liver abscess 









frequently finds its way in the colon; and there distension 
of cecum and ascending colon from gas may occur just 
before perforation. The bowel may then be constipated or 
‘may be the seit of an imitating flux. Of 143 cases 
observed by Rouis, in 30 only or 21 per cent. there were | 


present symptoms of gastro-enterie catarrh, anorexia. d 
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nausea, vomiting, ete. Sometimes hepatic and dysenterie 
symptoms, if concurrent, alternate in severity. If amæba 
be found in the stool, it is a valuable diagnostic sign. 
In our eases we neither found am:eba, nor dysenteric 
symptoms running concurrently with the hepatic lesion, 
except in one. Dysentery often supervened after operaton of 
the abscess and it was often the fatal symptom—the 


pereursor of death. 


Stools : Clay-coloured stools are rare except in large 
abscesses implicating the liver tisue. In only one of 
Waring's 300 cases, the stools became white and deticient 


in bile. 
` 


Diaphragm : Risus Sardonieus : Chevers detected its 
very marked presence in one of his “European patients 
in whom hepatic abscess progressing upwards had even- 
tually caused an unusual amount of diaphragmitis.” 


Hiecup is a frequent symptom. 


In 2 of Waring's cases, a liver abscess, had carried the 
diaphragm up to the level of the 4th mb; in other 2 cases, 
it reached the 3rd. rib, and in one, it reached the level of 
the 2nd rib. , 

Peritoneum: Sometimes peritoneal friction is to be 
made out. Peritoneal and pleuritie friction sounds, if 
audible, sometimes may be availed of as localising signs. 
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Gall-bladder :—Jaundice is a rare symptom of tropical 
Jaundice, abscess of the liver as gall-bladder is seldon: 
encroached upon. “ Jaundice is very seldom present in 

เม 


[Indian] hepatitis.” (Morehead). “It did not occur in 


any of my own Bengal cases," (Chevers). 


Observers. Jaundice cases. Per cent. 

Cassimir 

| ) 28 66 34 
Broussais 
Rouis 26 155 17 
Thierfelder 16 
Waring 2 6 
Morehead 5 120 


But a hepatic abscess may press upon the main bile duct 


downward and so cause jaundice. 


Ascites, œdema of the lower extremities, enlarge- 

Vessels, ment of the superficial veins of 
the abdomen and hemorrhoids are rarely noticed in 
tropical abscess of the liver. This should be remembered, 
for a large abseses may fill the greater part of the abdomen 
and has given rise to erroneous diagnosis of ascites. Haspel 
noticed ascites in two cases, produced by closure of portal 
vessels due to .pressure. Varicosity of the epigastric and 
hemorrhoidal veins—one or both of them—is sometimes 
observed. 
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The pulse of the patient is neither hard nor very quick, 

Pulse. but generally has an irritable throb, indicative 
of some internal malady. But in the cases with high 
fever, it may be hundred and forty อ more. In our cases, 
the number of pulse was often 120 to 140 per minute. 
Exceptionally the pulse may be slowed. 

In 15 cases in whom we examined the eyes with 
ni dose ophthalmoseope we were struck with the 
amin. constant presence of retinal hæmorrhage 
which caused discomfort to the patients in the use of the 
eyes—a complaint often made by patients suffering from 
liver abscess. The ophthalmoscope frequently shows 
premature senile degeneration of the lens, manifested 
by striæ occurring in the extreme periphery. Junge,’ 
Stricker, Buchwald-Forester and  Litten have all 
recorded cases of retinal hzæmorrhage in cases of grave 
disease of the liver; and surely the value of this sign 
requires investigation. There is also a decided contraction 
of the field of vision in some cases, | 

The urine becomes scanty and high coloured or tinged 
Tha . winacy Win bile and “almost invariably produces 
S considerable scalding in its passage through 
the urethra ” (Martin). Dysuria is noted in 8 of Waring's 
cases. It often deposits a pink sediment and often 





: Heinrich Muller's Gesammette Schriften. P. 331-335. 
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becomes turbid a few hours after it is voided. There may 
be excess of urates and urie acid but it is deficient in 
urea. But when the fever is high, the urea may be in 
excess. It contains also leucin and tyrosin, Albumen is not 
commonly present. From absorption of pus, albumen may 
be found. Albumenuria occurs sometimes. The specifie 
gravity is high. Indican may occur. These pathological 
changes in the urine are not at all characteristic of liver 


abscess, except where it contains pus. 


In a case following dysentery, crystals of leucin, tyrosin 
and cholesterin were present in the urme for 10 weeks, 
and disappeared after opening the abscess. Pfabler found 
tyrosin-like crystals of a soap of lime and magnesia in one 
case. 

Semmola and Gioffredi say: ‘ Important diagnostic 
signs may be found by a daily examination of the urine. 
In the first stage of the disease there is a certain increase 
of urea, . which is dependent upon inflammatory irritation: 
in the hepatic cells. In the second period, that is to say, 
when the fusion of purulent foci has occured from destruction 
of a considerable portion of the parenchyma, we have: 
hypoazoturia. This isa symtom whieh has always been 
of especial interest to us, and which we can affirm to be 
constant, as we have found it in every case of hepatic 
abscess. in our practice, and regard it as a valuable aid to 
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diagnosis. It is of the more importance because the 
elevation of temperature in this affection, should produce and 
increased amount of area, for which reason the inverted 
relation between the thermic condition and the urea must, 
in connection with other s¥mtoms of liver trouble, be of 
great practical value. In the caleulation of the daily 
amount of urea the quantity of urine eliminated in the 
twenty-four hours should always be exactly estimated, for 
as the urine is usually reduced in amount, this symptom 


might not otherwise be appreciated at its full value.” 


The skin has not the natural moist, soft feel of health ; 
Skin. it is often dry, with clammy perspiration, 
irregular flushes andechill. The temperature of the surface 


is never much increased. 


The complexion is generally muddy, cachectic and 
Complexion. slightly icteric-looking. In some cases, 
the skin is sallow or dusky, and the eyes, yellowish ; but 
this may arise from blood disintegration. This may be 
true of Europeans, but the natives rarely show any tinge 
of jaundice. The face is pale, the conjunctive are 
infiltrated and often slightly bile tinged. There is in faces 
and general appearance, a strong suggestion of the liver 
abseess. The anxious countenance is seldom absent. “A 


glance at one of these pinched anxious visages affords 





152 TROPICAL ABSCESS OF THE LIVER. 


us a lasting memory which can always be applied again” 
( Chevers). 
The nervous system. — Sleep: Disturbed sleep and 
Sleep. frightful dreams are often the accom pani- 


ments of the disease and are present in almost every ease. 


Mind loses its firmness. The patient becomes gloomy 

Mind. and irritable. He suffers from excessive 
and unaecountable languor and depression of spirits. 
Hypochondria is present in many cases (Hammond). 
He justifies aspiration from this symptom alone. "There 
may also be stupor, hebetude of mind, confusion due to 
aeholia and cholæmia. The state of the mind may be 
referred to the aetion of the poison, absorbed from liver 
abscess on the cerebral cortex. Rarely pywmic abscess in 
the brain or septic meningitis occurs. Delirium or rarely 


convulsions may occur before death. 


Local edema, in advanced cases, over one or more 
Local signs. intercostal spaces or extending over the 
hepatic area is detected, When limited, it is a very useful 
localising symptom. But redness of skin is observed only 
when the abscess approaches the surface. (Edema over 


the abscess was only present in about 5 per cent. of 
Stevenson’s cases. 


Local bulging occurs usually in the epigastrium, or 
Bulging. right hypogastrium but pus may burrow 
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down the flank or among the muscles of the abdominal wall. 
Again bulging may be absent though there may be 
enough pus formation ; the bulging may be upward, scarcely 
ever downward. The abdomen is fully distended, as if 
from tympanitis, and a rounded tumour may be detected 
at the site of the liver. 
Fluctuation is only to be made out when the abscess 
Fluctuation. is near the surface; If fluctuation occurs 
with bulging, we are more sure that pus is superficial and 
the abscess is pointing. “ Another distinctive character of 
abscess is that the fluctuation is usually surrounded by a mass 
of inflammatory hardness " (Murchison). But a large deep- 
seated abscess may cause no apparent bulging, fluctuation 
or even enlargement. Bartholow could detect fluctuation 
in three out of twelve cases. In ten cases, we were sure of 
it in 4 only in advanced stage. Malbut ! considers painful 


suecussion a sure sign, but we did not find it in the majority 
of our patients. 


Enlargement of the liver is a distinctive sign but is 
Enlargement. often late inappearance. In Waring’s cases 
there was evident enlargement in 90, and no enlargement 
in 11. Rouis noted enlargement of the organ 73 times in 
122 cases or in 60 per cent. but taking fhe results of 
the post mortem examinations the liver was enlarged in 70 
out of 101 cases or 70 per cent. 
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Now the question may be asked: “ At what time does 
the enlargement occur” ? 


Rouis in 122 cases—mostly at the onset of 


suppuration. . 


Louis in 51 cases 


12 ... before suppuration. 
22 at onset of suppuration. 


17 ... after suppuration. 


Bartholow in 49 cases. 


2 ... before any symptom. 
B ... at onset of symptoms. 
99 alter other symptoms. 


Palpation : The patient complains of pain—the hepatic 
Palpation. pain, and we may appreciate perihepatie 
friction. We can feel fremitus on deep inspiration and 
the extent of enlargement of the organ. The enlargement 
of the liver is most marked in the right lobe as its upper 
surface is the usual seat of abscess. The increase in volume 
is upwards and to the right and the dulness may in 
extreme cases reach as high as the 2nd rib ; it is not down- 
wards, as in cancer, cirrhosis, lardaeeous disease, and other 
affections producing enlargement of the organ. But some- 
times the enlargement causes bulging of the right side and 
the edge may” project a hand’s breadth below the costal 


. “border. Then we find the surface of the liver which is 














SYMPTOMATOLOG Y. 155 


usually smooth to be-indurated and elastie and sometimes 
fluctuation can be easily detected there, though to tell the 
truth, this symptom is rarely found. In such cases, the 
underlying colon sometimes masks the hepatic dulness. 
When the abscess is situated in the middle line of the body, 
it may pulsate from transmission of impulse from the 


aorta. Carpenter describes such a case. 


Inspection : On inspection, we can detect an enlargement 
Inspection. of the right hypochondrium or a protrusion 
of the ribs, or a cireumscribed bulging of the right costal 
wall with widening of the intereostal spaces, or a swelling 
on the right costal arch, or in the epigastrium. If the abscess 
bulges to any extent, it may be descernible as a distniet 
prominence in the epigastrium or right hypochondrium. A 
more pronounced curve of the lower-ribs, and protrusion of 
the lower intercostal spaces can be easily detected. ln 
some cases the inferior border of the organ projects and its 
respiratory movements may be seen. Rarely the thoracic 
wall looks œdematous and the sub-cutaneous veins become 
prominent. 
Percussion: a common sign of enlargement of the 
Percussion. liver is the upward extension of liver dulness, 
“so much so that Sachs consider this to he a diagnostic 
sien.” The upper boundary of the abscess becomes 


convex or domelike after it has made some progrsss. But . 
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extension may be upward, downward or horizontally. The 
line of dulness is often characteristic—it is normal at the 
mid-sternal and para-sternal lines, begins to rise at the 
nipple lime, reaches the 5th rib at the mid-axillary line, 
curves behind the angle of seapula and on approaching the 
spine, markedly tends downwards. But this boundary of the 
dulness would not be true if the seat of abscess be in the 
left lobe. But the abscess may be so small and so deeply 
seated that percussion will not elicit any extension of 
dulness beyond the normal limits. Percussion may convey 
to the examiner a sensation of ballotment, as in the case 


of a thiek-walled elastic bag filled with air. 


Auscuttation : We detect friction sounds of pleurisy or 
Auscultation. — erepitations of pneumonia. The friction 
sound is due to perihepatitis, or may be sometimes felt 
by the hand. Fine erepitations occur with inspiration and 
expiration. Bertrand regarded it as caused by perihepatitis 
but Hasoler and Boison have heard it in cases where 
laporatomy showed absence of perihepatitis and think it is 
produced in the softened and «edematous liver substance 
around the abscess. When the abscess approaches the 
abdominal wall, the peritoneal friction sounds become audible 
over the apex of.the tumour at first; gradually the area of 
friction shall widen as the abscess increases in size, but finally 
the friction sounds may disappear in the central parts due to 
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adhesion having taken place or to an effusion of lymph, 
between the peritoneal surfaces. Cantlie lays strees on this 


observation of the central non-frictional area as the safe site 


of operative interference. 


Measurement: A difference in circumference of half 


inch to one inch may be detected even when the enlarge- 


ment is not marked. 


Smell: Hatch smelt a strong hepatic odour from a 
patient, though we never detected it. 








CHAPTER IX. 


Duration of Liver abscess. Its terminations; absorption, 
rupture into lungs, pleura, stomach + tnleslines, pericar- 
dium, peritoneum, blood vessels, right kidney, and skin 
Complications. Mortality, cause of death. Diagnosis, 
P) OJ ios ix , Recurre HEC. 

The duration of liver abscess varies within wide limits. 
NE We shall see from the table below that we 
of liver abscess. ean not fix any probable duration of liver 
abscess. Rose and Carles say: ‘ Occasionally it remains 
passive as a chronic encysted abscess, and then the walls 
become very thick. One of us recently opened an hepatic 


abscess which had been diagnosed by a hypodermie needle 





twelve years previous and left alone. It/contained about 


2 pints of pus and the walls were fully half inch thick. 


Ü The patient came under observation because the swelling — 
T : í ; 
T was more prominent as the result of  inereased intra- 









abdominal pressure, due to preznaney." But such cases are 4 4 
no doubt exceptional. The mean duration of our cases is 
90 days if left without surgical interference. T. 
= Rouis, after, analysing his extensive materials has 


arrived at the following results! :— . »* 


ad e 


ย * 









| ? Fre chs: Diseases of Liver, vol. IT, p. 139. Syd. Soc, Trans. — 
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“The cases which terminated fatally, asted on an 
average :— 
A. When the abscesses did not open 
externally ... — ... 70 days. 
b. When the abscesses discharged their contents 
externally :— 


|. Through the abdominal or thoracic 


wall ... เจ ล . 70 days. 
2, Directly through the bronchi ... 125 ,, 


3. Through the bronchi after 


previous discharge into the 


pleura — "EOD LODA 
4. Through the stomach 5.742900 7$ 


. 5. Through ethe colon and bile- 
ducts is Some months. 


The average duration of the cases included under the 
series B, was t.. s.» s.. l 10 days. 


The duration of cases which recovered was as follows :— 
1. Where the abscess barst 
through the thoracic, or 


abdominal wall ... ... 140 days. 
2. Where the abscess burst through 

the bronehi LS l5 5, 
3. Where the abscess burst through 

colon | T ss A409 53s 
4. Where the abscess burst through 

stomach Sys 4S ROU, ap 


The average duration was 140 days. 
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26 ... Pus escaped into the cavities of 
14 .. Peritoneum, 
11 .. Right pleural cavity. 
1 .. Pericardium. 


| In one case pus escaped both into the pleural 
๑ Cavity and peritoneum, In another case, it 
also escaped externally. 
๑ 


30 ... Pus escaped externally. 


15 through lungs and bronehi o. 50 per cent, 

2 . Abdominal wall ง B0 E 

2 pleura and chest wall lv 1 0 r 5 

5 stomach MEME L; yi ge 

1 into duodenum 
4 ci intestines $ L — 
3 , transverse 
colon 
1 bile duct à 6:6 
1 gall bladder จ % sale 
[One contained 2 abscesses, one opened into 
colon, the other into stomach. | 
7 .»» Opened artificially. 
69 = 
J 39 cases of recovery :— 
E 17 burst through abdominal or thoracic wall. | 
K. ^4 = right last intercostal space. ร้ 
I iis epigastrium. "nM 
1 4. . umbilicus. : 
| 15 T bronchi. 
' 3 ma stomach. 
| + APA transverse colon. 





=s = D ph — — ew — 


Cyr: 


Lungs : 59 
Pleura: 41 
Pericardium | 
Peritoneum. 39 
Stomach : EL 
Duodenum ` 
Intestine : 1: 
Kideny : 2 
Inf. vena cava 3 
Bile passage ! 
Externally 2 
162 
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159 cases, per cent, 


H 


LE 


10"5 
5°5 > 57 per cent, 


z 13 


69 
l4 


Perforation may take place in more than one site in the same case. 


Bartholow : 


Lungs : 
Stomach 
Intestine 
Externally 


Haspal : 


Cambay : 


Morehead: 


12 cases. per cent. 





oW. 416 
4 จ จ ag 
UTE 250 
12 
25 cases opened, 
7 externally through the abdominal or 
thoracic wall. 
2 lung. 
4 pleural cavity. 
2 peritoneum, in one 
case pus escaped into the scrotum. 
10 pus confined in the 
liver. 
25 | 
10 cases: 
| , opened into the peritoneum. 
Los š , .. gall bladder. 
2 LA bronchi, ` 
เร" Pus confined in the liver; 
in one was commencing 
cicatrisation. 
10 Š 
. 
140 cases :— a 
14 , opened into the lungs or pleura. 10 per cent, 
5 s 5 .. Stomach, intestines 3'5 ,, 


[Recovery —3.] 
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, 2 e. peritoneum. 
| 21 … mo rapture but circumscribed 
X 7 had  peritontis, 
P 14 " secondary general peritonitis, — ' 
| 5 . pus was absorbed. 
* 
Andral: 11 cases:— . 
@ ๒ … pus confined in the liver, 
ได 25 e. Opened into stomach. 
A he * s; peritoneum, 
11 
Waring : 300 Cases. percent.  . 
T Remained intact ... ... 169 56-339 
—. FEvacuated by operation, a solitary 
abscess being present ses RS 


Evacuated by operation, there being 


numerous abscesses, one openede 


and the others remaining intact 18 16-000 E 
— One abscess opened by operation, » 
| another subsequently bursting i 
| into abdominal cavity — 1 h 


Opened spontaneously into the 
| thoracic cavity... 
x Opened spontaneously 
|. right lung F A 9333 — 


+ La J 
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The tendeney of an abdominal abscess to external 
Termination, discharge has been observed from very 
early times. Caraka and Susruta mention two ways 
by which such an abscess can discharge itself 
namely by the mouth and “per rectum. The abscesses 
of the upper part tend to discharge through the lung, those 
of the lower part through the natural opening below. 
Abscess of the liver comes within the former rule, and the 
modern experience shows that it 1s one of the favourable 
modes of termination. The course of the pus is determined 
by the course of the lymphatics, and as the majority of the 
lymphatics of the liver find exit upwards between the 
layers of the coronary ligament, the path of the pus is in 
the majority upwards. As regards the various modes of 
termination of liver abscess, we have the following 
statistics to guide us. Rendu’s statistics show 159 cases 
of spontaneous rupture out of 563 cases t.e. 20 per cent. 
Eouis: 


162 cases fatal. : 
96 ... . Pus confined in the liver. 


js ». Multiple abscess of which a portion had burst. 
66 


50 4. Pus escaped outside the liver, 


5. [Fus came in contract with :— 
Diaphragm. 
Pericardium. ๑ 
Stomach. .* 
Pancreas. 
Gall bladder. 
Colon. 


11 





* 
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Opened spontaneously into the 
stomach * * | 
Opened spontaneously into the 


hepatie vein leading to vena cava 


i 


Opened spontaneously into the 
hepatie vein at its junction with 
the vena cava and another com- 
municating with cellular tissue 


around the right kidney — l 


duct ... en — 1 
Communicated with the right 

kidney oe. ve 2 
Communicated with the gall-bladder | 
Communicated with the abscess in 

the ilac region... TM l 
Opened spontaneously through the 

rib in the back ... A 1 
One abscess had opened into colon, 

another had passed off by the 

hepatic duet into duodenum ... ] 


Communicated with the hepatic ป 


One abscess had opened intostomach, à 
a second into duodenum, and a . 
third had been evacuated hy 


operation eee ... 
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One abscess had opened into abdo- à 
minal cavity, a second into lung ] 
Terminated in erysipelas of the 
lower extremities stimulating 6333 
phlegmasia dolens, and abscess 
opening into lungs hs l 


Doubtful * 2 ต ล 5 p 


300 100-000 
Thus we have only 83 cases in Waring’s list for purpose 


of comparison, as they opened spontaneously. 


Thoracie cavity ey S 42 
Right lung ae e... 28 
Abdominal cavity — ... * 15 
Stomach ... 7 1-23 
Intestine ... 4 42 
Externally — e 2 
Other ways ey TS 16 
The liver abscess terminates in various ways. 
The various Below, we have considered the different 
methods of ter- | | : 
minations des- methods shortly . 


l. Absorption: It is probable that the pus from smali 
x abscesses may be absorbed, and in some cases contracted 
E cavities with eretacious remains have been found in the liver 


|  . in post mortem examinations, indicating a former abscess. 





kë 3. diee 
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Cases are recorded in whom liver abscess became encysted, 
its contents undergoing more or less complete absorption. 
In the pathological collection of the Calcutta Medical 
College, the preparations No. 532— illustrate the forma- 
tion of cysts in the liver tissue. Chevers, and Mackinnon 
report such eases. The eneysted abscess may be irritated 
and so form another abscess. Macnamara says: “These 
cysts, with their contents, presented the happiest termination 
of liver abscess, but they appeared to have become the foeus 
of a new congestion under the disturbing influence of the 
attack of dysentery of which the patient died." “Rouis 
doubts the possibility of such an event whilst Haspel 
Catteloup, Cambay (Dysenterie dela Province d'Oran, 
P. 323, Obs. 34 and 37), and partieularly Morehead 
*record observation, which, in their opinion, demonstrate 
the possibility of this mode of eure" (Frerichs). 

2. Rupture into the lungs: lt is preceded by the 
symtoms of inflammation at the base of the right lung— 
dulness, bronchial breathing, rusty sputum, pain, &e. Then 
the patient suddenly coughs out, mouthful after mouthful, 
thick pus with blood, and shreds of hepatic tissue. Rouis 
collected 900 grammes or 20 ounces of bile expectorated by 
a patent during 94 hours. Sometimes sudefen death oceurs 
by the flooding of the lungs with pus—the first gush 
may suffocate the patient. Commonly, discharge occurs | 
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gradually, the quantity of pus being 5 to 10 oz. 
in 24 hours. The breath often acquires fetid odour. 
If the cavity in the lungs is superficial and empty, 
eavernous breathing may be audible. In favourable 
cases, the daily amount diminishes, and recovery is possible. 
Frequently, after a delusive lull, expectoration returns with 
other signs of septic absorption. This process may 
continue for a time until the patient is worn out. Sudden 
death may occur by hemoptysis due to ulceration of large 
pulmonary vessels. The lung may also be the seat of an 
abscess. In somé cases, the expectoration never ceases ; 


and if fever be present, we may be sure of a second abscess. 


Bartholow says that ‘sometimes before the abscess really 


LT GR. 


reaches the diaphragm, preparation is made in the lung for 
the discharge through a bronchus”,! He cites a case 
mentioned by Dickinson,' in which, an abscess holding 
about four ounces of pus was contained in the upper part of 
the right lobe; its walls were irregular and not lined by a 
limiting membrane. It is further stated that the right 
pleura was coated with flocculent lymph, and the cavity 
contained serous flüid. Here in advance of the abscess, 
preparation was made for its discharge through the lung. 
This grave accident occurred in 14 of Waring’s 300 cases, 
3. Rupture into Pleura:—We get signs of pleurisy, 
3 Pepper's System of Medicine vol. 11. P. 1014. 


—— - 


+ D 
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with a dull pain aud slight dyspnœa, which unless relieved 
by drainage, the discharge may give ‘rise to empyæma or 
may rupture externally throngh the lung or the wall of 


= f ^ $ ° + 
the chest. Che patient complains of acute pain and 


dyspnea. In the former case the pus passes into the 


| + EF. te 
bronchial tubes (Waring has collected 10 of these cases 
which ended in recovery), and in the latter case a flat tumour 


is formed in one of the intercostal spaces, which opens 


externally afterwards. 


Lh. Rupture into the Stomach :—The patient complains 
of gastric pain or irritation, and vomits the characteristic 
pus. ‘The pus may pass out by the bowel. There would 
be a temporary cessatiqn of local symptoms and fever. This 
complication appears to be not very rare. 

5. Rupture into the Intestines :—This accident occurred 
in 8 out of 25 cases of spontaneous recovery collected by 
Waring, Coincident with the sudden subsidence of 
the tumour, the patient gets diarrhoea, passing altered pus 
in his stool. Two cases are related by Dufresne!, in 
which, a painful swelling of the liver subsided after 
evacuations of blood and pus per anum. If the pus 


escapes into the bile duets or the duodenum, it is difficult 








i +. 

1 ‘Trans. of the Path. Soc. vol xxxii, p. 127 

2 Durchbrach von Blut and Eiterherden der Leber nach dem 
Darmkanal, Schmidt's jahrb. vol, 101, P. 51. 
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to recognise pus in the stool. Cases of communication 
with the duodenum are noted by Waring and Leith.! 

6. Rupture into the pericardium :—'This is by no means 
a very rare mode of termination. None however occurred 
In Waring’s 300 cases though he gives references to six 
cases in whom this most disastrous complication happened. 
It occurred only once in Rendu’s statistics. Carter reports 
two cases." This termination is always fatal. Usually death 
is instantaneous, except in cases where the opening 1s at first 
minute, The patient complains of violent pain over the 
cardiac region and a sense of suffocation. There would be 
other signs of pericardial effusion ;—increased pracordial 
dulness, friction sounds with tumultuous action of the heart 
and dyspnea. The accident is especially liable to oeeur 
where the abscess is in the left lobe. Tolot® reports a 
case where abscess in the left lobe set up sub-phrenie 
abscess which ruptured into the pericardium. — Rokitansky, 
Graves and Fowler report cases. Cuaran*, Nolan*, Dymock® 


and Ewart*. mention similar occurrence. Rolleston has notes 


๕ < — — — — — — - —  — —— — - — 


t Leith's Deaths in Bombay 1855. 

Bombay Med. and Phys. Trans. 1853, p. 305; No. 8. N. S. 
` Tolot. Lyon Medical, 1902, p. 51. 

I. M. G. vol. XV, Nos. 9 and 12, and vol. XVI, Nos. 2 to 4. 
I. M. G. vol. IT, p. 177. 

I. M. G. vol. I. p. 32. 

I. A. No. XXI, P. 305, 


+ © ๒ ๑ 
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of 9 cases. Bentley! mentions a case in which 4 pints of 
sero-purulent fluid was in the pericardium. 

i. Rupture into the peritoneum ;—'This may occur 
Freely into the general peritoneal cawity or may give rise 
to a localised intraperitoneal abscess which may burst 
again into the general cavity. Perforation into the 
general cavity is often the result of traumatism or sudden 
exertion. It is nearly always fatal. Halke? has 
recorded a case of recovery. We detect signs of 
acute peritonitis with sudden accession of pam. It 
occurred in 14 out of 162 cases (Rouis) and in 11. per cent. 
of Waring’s cases. The patients die within a few days ; 
sometimes circumscribed collections of pus are formed m 

เต 
the peritoneal cavity, which may open externally at the 
epigastrium (Rouis) or between the llth and 12th ribs 
(Cambay) or through the inguinal canal (Haspel). Perito- 
nitis may oceur, independently of any rupture, by the 
propagation of the inflammatory process from the liver. 
Similarly pleurisy and pericarditis may oceur (Morehead). 
The average duration of life after this accident is about 
3 days according to Waring. In one of Twining’s cases 


the patient servived 26 days. It is inevitably fatal. 


8. Rupture into the blood vessels :—This can seldom 


be recognised during life. 


1 Bentley. Trans, Path. Soc., vol. IL p. 70. 
s Halke. Medico-Chirrug. Trans vol. Ixxvi. p. 81. 
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(a) Rupture into the portal vein :—It is extremely rare. 
Sometimes thrombosis oceurs in the vein when the abscess 
is in close contact with it, and thus rupture into the vein 


is prevented ( Rolleston). 


Kp Rupture tuto hepatie veins and inferior vena cava— 
The hepatie veins have no fibrous sheath, so leakage into 
them is more common than in the branches of portal 
veins which are surrounded by Glisson’s capsules. Rarely 
the abscess has perforated directly into the inferior vena 
cava and not into the hepatic veins. There are 3 cases in 
Cyr’s list. Rolleston mentions and figures a case in 
St. George Hospital in which and in other cases also a 
parietal thrombosis was set up and for a time prevented the 
entrance of pus into the circulation. The pus, eventually 
passes into the circulation and gives rise to secondary 
abscesses in the lung or to pulmonary embolism. 
Flexner! has reported two cases of perforation into the 
inferior vena cava. Perforation of the ascending vena 
«ava or of the hepatic vein occurred in 2 per cent. of Waring’s 
| cases. In one of Webb’s cases a liver abscess opened 
e | into the hepatie vein at its junction with the vena cava. 
| Ld 
2 . 9, Rupture iuto the pelvis of the right kidney :—The 
patient dischargts pus in the urine by the urethra. This 


SS ns ๑ 










1 Am. Jour. of Med. Sc. vol. exiii, p. 553. May, 1897. 
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event, mentioned by Annesley, is however very rare. 
Webb! reports a case where a liver abscess made its way 
through the structure of the kidney into the lumbar region. 
In Waring’s collection, twa A are said to have com- 
munication with the right kidney. He numbers the 
recorded cases as ten*. 

10. Rupture through the skin :—This is said to be the 
most favourable, though a rare termination of liver abscess : 
the pus may burrow under the skin for some distance and 
pointinto the axilla, as recorded by Portal? or making its 
way along the suspensory ligament, emerge at the navel 
or descending, appear in the lumbar region or under 
Poupart’s ligament, byt the most common site is at the 
epigastrium, or in the mght hypochondrium. Many 
abscesses point between the ribs at their greatest 
bulge.  Gioffredi mentions a case in whom a perforation 


occurred through the  pleuritie adhesions in the 


infrascapular region in the Sth intercostal space. 


ll. Rupture into the gall-Wadder: This accident 
occurred in one of Waring’s cases. It is rare. The 
pus may eventually pass down the common bile duet into 
the duodenum and so imitate rupture into bowels, 
Symptoms of biliary colie have been noted*in such cases, 


` Ewarts' Catalogue. P. 123. 
* Disenses of Liver. P. 146, 
3 Anat, Med, t. v., P. 304, 
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12. Evacuation of liver abscess through a bile duet: 


This complication has been repeatedly observed. 

15. Abscess may remain intact and vet the patient 
may die. In Waring’s 300 cases—169 remained intact. 
In 208 fatal cases of Rouis, 96 were within the liver. 
Theirfelder noted it in half the number of his cases. 

"Of 203 cases collected by Rouis 162 terminated 
fatally ; in 39 there was a complete, and in 2, an imperfect 
eure; thus the cures were 20 per cent, and the deaths 
80 per cent”. The fatal termination was brought about in 
various ways, deseribed. hereafter. 

We have some very excellent pathological preparation of 
liver abscess showing its terminatione in the Museum of 


the Medical College, Calcutta. 
Series IX. Purt V. 


278. Cicatrix of an old abscess of the liver. 

286. Abscess of the left lobe. 

287. Enormous encysted abscess of the right lobe. 

288, Abscess of the right lobe—pierces diaphragm and opens into the 
pleural cavity. 

289. Abscess of the right lobe —pierces diaphragm and opens into base 
of the right lung. 

290. Abscess of right lobe—pierces diaphragm and opens into the 
transverse arch of colon. 

291. Encysted abscess. 

292. Liver and right lung adherent to diaphragm—the abscess commui- 

eating with beonchial tube. 

: 4 Abscess of lett lobe—rupturing through diaphragm inte — 





294. yocp of the right lobe. | 
295. of an € abscess into the stomach. 
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206. Abscess of the right lobe—perforating the diaphragm nnd 
involving the base of right lung. 


300. Three encysted abscesses in the liver. 

301. A large abscess of right lobe and deasiminated abscess. 

308-310, Perihepatic abscess—circumscribed and superficial, 

311. Perforation of diaphragm and pericardium by perihepatic abscess. 
In the Indian Journal of Medical and Physical Science, 

Vol I, p. 498, Webb in his list of pathological preparations 

in the Museum of the Caleutta Medical College 

mentions :— 

Nos. 

650. <A section of inflamed liver from the vicinity of an abscess. 

337. An irregular superficial abscess of the liver. 

333, A cyat in n liver. 

336. ü D pn , 


648. This preparation illustrates exceedingly well congestion of the 
liver followed by softening and suppuration. 


779. A magniticient preparation of diffused abscess. 
753. A fine specimen of encysted central abscess. 


157. A magnificient specimen of ensysted abscess of the right lobe of 
the liver, forming a huge cavity which would contain à man's 
head. 


555. Abscess burst into the lungs. 
SO9, "Three encysted abscesses. 


SS5. In this remarkable preparation we observe first an old 
abscess which has strong adhesions to the false ribs on the right side. 
These adhesions give it the appearance of an aneurismal cyst projecting 
on the right of the gall-bladder. This old abscess wgf empty containing 


only a little yellow fluid, mixed with flocculence. It is lined by a sort 


of mucous membrane. This abscess had been evacuated by puncture 
as marked by the glass-rod. Another of more recent date, and not 
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larger than an orange, is seen to have opened into the duodenum, just 
below the pylorus, immediately to the left of the gall bladder : to which 
the duodenum is seen to be intimately adherent. Another abscess 
formed in the centre of tha left lobe, and then extended upwards, 
causing absorption of all the structures till it reached the diaphragm. 
Here it adhered strongly, and seems to have directed its course as if to 
open at one point into the fpericardium, for it has perforated the 
diaphragm. The pericardium, however, and lungs, though both strongly 
matted to the diaphragm escaped. The abscess directed its course, 
downwards, opening into the stomach, about three inches below its ' 
cardiac orfice. The ulceration has proceeded through the mucous coat 
but the outer cellular coat, of the stomach, reduced to a sloughy state, 
hangs about the opening like a valve. 


Thus it would be seen that the chief complications of 


L 


Complications. liver abscess are peritonitis, pleurisy, 
pericarditis, pneumonia and abscess of the lung. The 
cerebral abscess is occasionally met with as a complication 
of liver abscess, but amæbæ are not found in the pus of 
these abscesses. Kartulis has reported brain abscesses in 


3 per cent. of his liver abscess cases. Jiirgens had two 





‘eases of thrombosis of the femoral vein, in one of which 
amputation of the leg was necessary. Abscess of the spleen I 
may sometimes occur. Hepatopulmonary abscess is a 


somewhat rare complication :— 









Observers, Number of cases. Abscess of lung. 
Harris 95 3 
i 1 "s these ruptured into pleural 
3 cavity, 3 | 
| 100 —— | 1; and 2 had 
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Bradshaw' relates a case complicated with ascites, a 
rare condition which may confuse the diagnosis. 
“Suppurative hepatitis is likewise occasionally found 
eomplieated with induration and» cirrhosis of the liver 
(Morehead), tubercle of the lungs, chronic ulcer of the 


stomach ( Rouis), ehronie nephritis (Cambay), &c."? 

The chief complications are :— 

l. Cerebral abscess: Godlee” reports a case. Amæba 
may or may not be present. 

2. Strangulation of the small intestine :—Rogers* reports 
a case in which as a result of firm adhesions, fatal stran- 


œulation of the small intestine occurred. 


j. Compression of lale-ducls and traction on pylorus :— 
(rodlee® is of opinion that from contraction, after suecessful 
operation, of the adhesions on the under-surface of the liver 
round the portal fissure, bile-duets may be compressed 
producing jaundice, or colon or pylorus pulled, producing 


dilatation of the stomach. 


4. Thrombosis of the inferior vena cava :—It is a rare 





— + — 


* Bradshaw. T. RH. (Jan. 1908), “A clinical lecture on Tropical 
Abscess of the Liver” Lancet. vol. I. P. 146. 


? Frerichs. Diseases of the liver, Vol. II, P. 140 Syd. Soc. Trans. 
^ Med. Chirrug. Trans. vol. LXXXV, P. 119, 1902. 
* B. M. J. 1903, vol. I, P. 1316, 


5 Rollestou's Diseases of Liver, P. 147. ^i 
19 
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complication. Rolleston' mentions a case under treatment of 

Dr. Ewart. 

5. Æscape of bile from fistula of the operation wound :— 
It is not uncommon, But cases like those reported by Godlee? 
where all the bile passed out in this way are surely rare. 

G. Lardaceous disease—may occur as the result of 
continued discharge of pus. 

7. Secondary inflammation aud suppuration :—Apart from 
rupture, it may give rise to secondary inflammation and 
suppuration, especially in the thorax. 

(1) Simple serous pleurisy (right).—Through diaphragm. 

(2) Empy:ema of right side through diaphragm ; may be 
encysted between the  fobes of lung as in 
Duplant's case?. 

(3) Pleurisy and adhesions between the base of the lung 
and diaphragm. 

(4) Pneumonie consolidation at base, containing 
an abseess. 

(5) Rupture into lung and pleura and the formation of 
a broncho-biliary fistula. 





` Med. ChirrugeTrans. vol. LXXXV, P, 121, 
? Med. Chirrug. Trans, IXXXV, P. 123. 
^ Duplant: Lyon Medical. Jan. 26, 1902. 
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The following table will show the percentage of 
Mortality, mortality of liver abscess as noted by the 


various authorities. 


No. of : 
Authority. Country. Cases, ko- Died. Mortality, 
- . covery, Per cent, 
Ramirez’ 11 | 10 0 
: > í 39 ) - 
Rouis Algeria 203 (2 ftraproved $ 162 ฆา 
Castro Egypt 125 72°5 to 76 
208 115 93 577 
Waring India 8] 15 66 51:45] 
(operated)- 
Osler United States hi À | 50 
Indiam army India. 
(1891-04 & 
1901-03) T ‘ou 522 236 286 047 
Med, Chir. Soc. Alexandria 72 58 S0'5 
Dujardin- 
Benumetz * has fallen from 
. 80 to 32 per cent 


In connection with the very small proportion of recovery 
Waring remarks that even “this proportion small as it is, 
I fear is overrated, as it is a practice with some medical 
men, to give prominence to successful cases, and to bury 
in oblivion those which prove unsuccessful. It is a practice 
alike unphilosophical and culpable but easily comprehensible, 
no one likes to be the herald of his own failures”. It is 
worthy of note that m none of these 15 cases of recovery 
recorded by Waring does the hepatic affection appear to 
have been combined with dysentery. Inspites of the above 
remark, there is no doubt that the death rate has been 
เค พั ส ด ee 


| Du Traitment des Abces du foie, &c. 1867, 
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* 
L | lowered of late years, owing to greater fearlessness with 
อ๊ which surgeons now treat the disease. This will be apparent 
ir = from the statistics of operations, to be dealt with afterwards. 
E The cause of death differs in different circumstances- 
P^ à This would be evident from the following 
ค วิ muse of death. 
y ' tables :— 
Rouis—162 fatal cases— 
1 Severity of the local disease or dysentery .« 125 
: Bursting of the abscess into peritoneal cavity — A CEE 
+ Bursting of the abscess into pleura b 1 av. en 
Gangrene of abscess wall SN “xe o TRE. 
m. * Peritonitis ss F * ET SH n, 
W. Pneumonia from effusion of liver pus into lung —* TN 
, Rupture of adhesions is TI — x eae 
UF Pneumonia ri — s Vin SAU - 
= | Rupture into het in ina SE ve 5203 
B. | 162 
E .  Waring—9251 cases— CD 
| The presence of other abscesses in liver besides those opened .. 19 z 
A combination with dysentery ... T 23 — A M 
h Gangrene or sloughing condition of the abscess wall ... n.o x» SN 
= Abscesses communicating with the lung — ... X. 
5 i ร ว์ Colón ... — sie ER ^ 
ED จ 9 » pericardium LE LEE. | 
Two other abscesses opening spontaneously =. HO 
Another abscess bursting into abdominal cavity after operation l 
 Impervions state of the hepatie duct, delirium ses | À 


b 
m -causing excessive inflammation TTE sae c เจ ็ บ ภั อ p ^ 
ji Tor | makifig ite way by ulcerative absorption —— the « cos wis L 

| : * — 
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But we see that the majority of patients with hepatie | 
abscess die of exhaustion from hectic rise of temparature or 
from diarrhea or dysentery either during the course of the 
disease, or after it has burst naturally or opened by the 
surgeon, We have noted once before, that the supervention 
of diarrhea. or dysentery was often the fatal symptom, 


after operations of liver abseess performed by us. 


The symptoms of liver abseess are generally deseribed 

— in works of medicine as being much more 
uniform than they really are. It would 

seem from the picturesque descriptions given there, that 

nothing could be easier than the diagnosis of liver abscess. 

On the contrary, it is far otherwise in actual practice ; none 

of the various symptoms can be identified as pathognomonic 

of the disease. Even the experienced surgeons often 

confess their inability in many cases. To diagnose it properly, 

we should consider the circumstances under which the 

disease arises; and no hard and fast rule can be laid down 

to guide the inexperienced. It should always be borne in 

mind, that such a grave disease may for a long time, be 

unattended with any of the urgent symptqms noted before. 

Rouis found 13 per cent. of his cases to kë latent. The j 





symptomatology of his cases has been classified as 3 
follows :— ห ' i: - 4 
, £ KE PRE | 3 
x : 2. £e 
" . á , | " | 
) GN ate | ° " Š | I = 
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Number 








in 143 Number 
canes, Percent. 
| f Accompanied by all the pecu- 11 8 Perfect 
, TR | liar symptoms. symptoms. 
Acuta. i Ë 
By only a portion of* these 15 10 ) 
symptoms, 
(A well defined commence- 6 4 | 
ment;  obseure progress | 

Hepatitis | during the middle period; 

Subacuta | well marked symptoms at 79 per cent. 
the commencement of sup- ^» Imperfect 
puration. symptoms. 

[ Undefined symptoms or none 62 H 
at all. 

Hepatitis | Undefined symptoms during 30 21 

Chronica. | the entire progress of the 
disease, 

Progress marked, or latent | . 19 135 13 per cent. 
‘ symptoms 


Intent. 

Commonly the following diseases may be mistaken in 

diagnosis :— Hepatitis, softening  syphilitie — gummata, 
pylephlebitis, suppurating hydatids, gall-stones and inflam- 
mation of the gall-bladder,! subphrenie abscess, parietal 
abscess, pleurisy, encysted empyema, pyelitis of the right 
kidney, pernicious anzemia, leucoeythy:emia, basal pneu- 

! monia, malarious fever, abseess of left lung, splenie 
tumour, &c. Again marked pulsation may be observed in 


connection with an hepatic abscess presenting in the 


- 


h ) * Two cases where through mistake in diagnosis, the gall bladder 


s,s was punctured and the patient died, are recorded by Dr. Stokes. 
Dublin Hospital Reports, No. V, 
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epigastrium, conducted from the aorta, and simulating 
an aneurism, 
a y 1 & eu» š " ง . 

Bennet 1 has described a case, who had dysentery befape 
and which proved fatal when a phantom tumour was 
operated on. 

It has been mistaken for acute hepatitis occuring in 
infectious liver * and in obscure forms of septiesemie 


cases and in typhoid fever š. 


Hepatic gumma have been operated upon under 


the idea of an hepatic abscess. 


Hatch * and Powell 5 relate cases where abdomen was 
tapped, mistaking liver abscess for ascites. Josserand * 
mentions that a case suffering from pulmonary tuberculosis, 
hectic mse of temperature and fatty liver was mistaken 
for liver abscess. Rutherford * mentions a case in which 
an extensive abscess of the right kidney simulated abscess 


of the liver. 





t Lancet 1902. Vol. I p. 3. 
* Remlinger: La Presse. Madicale 1903 p. 86. 


3 Bozzolo: Rivista Critica de Clinica Medica, March 1902. 
H. Jones B. M. J. 1897, Vol. II p. 1581. 


* Hatch: I. M. G. August 1898. J 

^ Powell I. M. G. February 1595. -9 

^ Josserand, Jaurn de Med. July 25, p. 98, 

? Annals of Naval and Military Surgery, from Army Medical 
Report, 1861. 


4 La 
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Thus we see any 





pathological condition 
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around 


and in the hepatie area may simulate abscess of the 


liver. We would rest 


contented 


by tabulating the 


differential diagnosis in a few «ases. 


LIVER ABSCESS, 


l. History of alcoholism or dysen- 
tery. 
Polymorphonuclear leucocytosis 


Iz 
. 


characteristic (may be present 
in other diseases). 

3. Amæba in pus. 

t. Irregular intermitttent fever— 
Eveninzg rise. 


Quinine useless. 


5. Enlargement of spleen rare. 
Enlargemrnt of liver localised 
or tumour like, 


LIVER ABSCESS, 


l. History of hepatitis, dysentery 
or alcohol. 

2. Growth rapid and painful. 

4. Constitutional symptoms often 
marked. 

4. Amieba in pus. 

5. Changes in size occur corres. 
ponding to different stages. 

ü. Septicæmic fever, Increase of 
temperature. °. | 

7. Hard tumour with soft summit, 

5. Common in tropics. 


MALARIOUS FEVER. 
No such history. 


Absent, 


Malarial parasites in blood, 
Quartan or tertian periodicity. 
Fever earlier in the day. 
Quinine specific. 


It is the rule. 
General enlargement of the liver. 


HYDATID CYSTS. 


No such history. 


Slow and painless. 

Not so: but the pressure symptoms 
are marked. 

Hooklets in pus. 

No such change of size of the 
tumour, 

No fever, no rise of temperature, 

" 
Purring tumour, 
Common in Australia and Iceland. 
Nil. 
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LIVER ABSCESS, 


I. History of dysentery or alcohol 
often preceded by induration. 

2. Tumour often diffused, 

3. Fixed. 

4. Adhesions the rule. 

5. (Edema present, 

6. The diffused tumour is soft and 
fluctuating at the summit, while 
the base is hard and resisting, 


~ 3 


. Fever present. 
. Pain diffused, 
. Liver enlarged. 


๒ ง 


LIVER ABSCESS, 


l. Traceable to dysentery. 
B 
3. Non-uniform enlargement. 
3. Course often chronic. 
4. Constitutional symptoms slow. 
5. Splenic enlargement rare, 
6. Jaundice absent, 


Liver ABSCESS, 


Liver may or may not be 


- enlarged, 

2 Smooth and elastic. 
Fluctutation sometimes, 

4, Ascites rare. 

Rigor, fever 

diagnostie. 

5. Occurs at any period of life. 

6. History of dysentery or alcohol, 

7. Duration short. 


and sweats 
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INFLAMED AND DISTENDED GALL- 
BLADDER. 


History of colic. No induration 
before, 

Pear shaped or globular. 

Mobile, 

scarce. 

Nil, 

Constantly soft and fluctuating, The 
tumour is 
hard 


circumseribed and 


and equally resisting in 
every part. 

No fever. 

Pain limited to pyriform body. 
Liver normal, 


PYLEPHLEBITIC ABSCESS. 


Traceable to suppurative focus in 
the portal area. 
Uniform and tender enlargement. 
Acute course. 
Rapid, 
Common. 
Jaundice marked. 


CANCER. 


Slow enlargement with pain. 


Nodular state of liver. 
No fluctuation. 
Common. 
Absent. 


After middle age. 
No such history. 
Duration long. ; 
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LIVER ABSCESS BURSTING INTO LUNG. 


EMPYÆMA. 


1. Anchovy-snuce like colour of Ordinary pus. 


pus, 
Amæba present. 


No amæba. 


Presence of hepatice tissue or bile, Nil. 
` 


2. Disturbance in hepatic functions. The effusion is preceded by pain and 


Fluctuation over the liver. 
3. History of dysentery or alcohol, 


LIVER ABSCESS. 


Marked constitutional symptoms, 

2. History of dysentery or alcohol. 

3. The tumour corresponds to the 
hepatic area. 

4. Integument not very hard or 

tight. 


5. The tumour follows the res- 
piratory movements unless there 
be tirm adhesions. 


LIVER ABSCESS. 


1. Smooth and elastic enlargement. 
Abscess single, fluctuates if 
superficial, 

2, History of dysentery or alcohol. 


Amæba in pus. 

3. Jaundice absent. 

4. Course slow—3 weeks to as 
many years. 

5. Tropical. ! 

6. Serious but not always fatal. 
Recovery not uncommon. 

7. Variously terminate 

8. Amenable to surgical operation. 


2 


accompanied by dyspneen. 
No such history. 


DEEP PARIETAL ABSCESS. 


Slight. 

Nil. 

The tumour does not correspond to 
the area of enlarged liver, 

There is greatest amount of 
hardness and tightness of the 
skin. 

The wp and down movement is 
absent. 


PYÆMIC ABSCESS OF THE LIVER. 


Moderate uniform enlargement. 
Abscess multiple. No fluctuation. 


History of injury and suppurative 
processes in other sites, 
Nil. > 

Present in tth of cases. 
Rapid—3 weeks to 3 months, Symp- 

toms of blood-poisoning. 
Occurs everywhere 

Much the more serious and fatal. 
Recovery rare. 

Terminations of pyæmin. 
Operation worse than useless. 
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FE PEST b n NAA 
VER OF LIVER ABSCESS, INTERMITTENT HEPATIC FEVER WITH 
GALL-STONES. 


. Rigor not constant, often fever Fever with rigors and sweats 


comes with chill. Sweating occurs regularly but often after 


marked during sleep. long ‘intervals 
2. J ic: " | 
: SS absent, ° Jaundice deepens after the fever. 
3. Fever remittent at first, later, Entire apyrexia in the intervals. 

intermittent. 
4. Wasting marked, Not marked 

LIVER ABSCESS, MUSCULAR CONTRACTION ESP. OF 
UPPER SEGMENT OF RIGHT RECTUS. 

I. The site, size und form of the The site size and form corres- 


REN 


1. 


tumour correspond to the hepa- pond to the division of the 
tic area. rectus muscle, 
On percussion—dull area of a The sound is more clear and tym- 


solid tumour, panitic, 
Swelling is unchanged by change On sitting the swelling contracts 
of posture. = and becomes thicker. 


Under chloroform the swelling Then the tumour disappears. 


appears more clearly, 


Liver ABSCESS. PERI-HEPATITIS. 
Liver enlarged, Nil. 
Circumscribed hardness. Absent. 
General derangements marked. Insignificant. 
Progress rapid. Much more rapid. 
LIVER ABSCESS. SUBPHREXNIC ABCESS. 


Cause ;—Dysentery or alcohol, Causes: may follow hepatic abscess, 
suppuratiug hydatid cyst, supura- 
tive cholecystitis (1), perforation of 
gastric or duodenal ucler (2), appen- 
diciits (3), calculous and tubercu- 
lous diseases of kidney, suppura- 
tion in spleen and malignant 


diseases of large intestine, 


"71 
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Symptoms of  pyopneumothorax If (1): We get symptoms of 
nbsent. intrahepatic abcess. 
If (2): Subphrenic Pyopneumotho- 
rax: Resonance on percussion ; 
d a bell note; sucenssion, 
df (3): History of recent appendicitis; 
signs of appendicular mischief in 
the right iliac fosa; 
Tendency to bulge into right loin.’ 
LIVER ABSCESS, Pancreatic Cysr, 
1. Fever the rule, No Fever. 
2. Traumatic rarely; history of History of blow. 
dysentery or alcohol. 


+. Tumour often ill-defined. Definite tumour of large size in 
the left hypochondrium, 


LIVER ABSCESS. SUPPURATION IN THE RECTUS. 

l. Suppuration above umbilicus. "uppuration in the sheath —rare— 
after t*phoid and occurs below 
the umbilicus, 

2. Dulness marked, If above umbilicus: no com- 

Liver enlarged. plete dulness over the swelling: 
no enlargement. of liver. 

3. The needle moves with respira- Miodeldorff's method—a needle 

tion, in an abscess of abdominal wall 
is stationary. 


Liver ABSCESS. LYPHADENOMA.* 
1. Generally liver is enlarged. Liver not much enlarged. 
2. Polymorphonuclear leucocytosis. No lucocytosis, 
3, Glands not affected. Superticial gland affected. 


Roughly speaking, we may be sure of tropical abscess 
of the liver if there be history of malaria, dysentery and 
' See Elsberg : Subphrenic Abscess after Appendicitis. Annals of 

Surgery Vol. XXXIV. P. 729, 1901. 
* See Rolleston's * in Diseases of Liver p. 152. š 
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alcoholism, if there be presence of swelling, of pain and 
tenderness in the hepatie region, with or without fluctu- 
ation; of muddy compexion, the anxious expression, and of 
the fever preceded by rigor ; and "lastly if, by aspiration 
pus be discovered and amzæba be found in it under the 
microscope. 

Skiagraphy: “In health the shadow cast on the 
screen, shows that the right leaflet of the diaphragm 
is 14 inches above the level of the left leaflet and is cons- 
tantly moving with respiration In casess of abscess, it 
is displaced upwards and does not move” (Rolleston). 

The prognosis of liver abscess is generally very 

| unfavourable. The percentage of morta- ~ 
Prognosis. 
lity varies. If every cases of hepatitis 
is included, then the mortality is very small. The statistics 
show a mortality of 30 per cent. If we take only cases of 
evident pus formation, the mortality is very high indeed.— 


70 to 80 per cent. In operated cases the mortality is 


generally 40 to 50 per cent., but it has been much reduced — — 
in recent times. In Solonoff's collection of 1094 cases, the Ç 
mortality is 30 per eent. * 


The prognosis depends upon the following cireum- 
stances :— ` z "ü 


^ 


(1) The coexistence of active dysentery, a history of 





1 Solono. B. M.J, 1903, Vol. I, P. 262. 


* 





UP X | ) ? 
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alcoholism, bad health, continued discharge from abscess 
leading to lardacious disease, albuminuria, edema of feet 
and diarrhea are grave complications. The influence of 
dysentery upon the progress and the mode of termination 


of liver abscess can be shown as follows! — 


Cases, Dysentery. Opened externally. Recovery. 
24 Absent 14 or SO per cent, 14 or 60 per cent, 
5 ..abdominal wall . 4 
8 .. Bronchi ; 10 
6... Intestines e 4 
118 Present 59 or 50 per cent, 20 or 29 per cent. 
29... Abdominal wall . 13 
22... Bronchi Bi 9 
8... Intestines ua it 


Prognosis varies in the different modes of spontaneous 


termination :— | 
Anterior wall of the abdomen favourable. 
Bowels TT T เฉ ง » 
Bronchus ,.. " ว » but course tedious. 
Pleura E … í … fatal. 
Stomach m ont ‘ae. ‘etal 
Pericardium * | » 
Peritoneum Y sah " 
Inf. vena cava T AN 4 
Ureter = rés <= $» 
Loin ive — . Unfavourable. 


(2) The number of abscesses also determines the prog- 
nosis. Multiple «abscesses are often fatal. This is true, 
however, as a general statement of facts, but exceptions 





* Frerich's Disease of the Liver, Vol. II, P. 136-37 Syd. Soc. 26, 





PROGNOSIS OF LIVER ABSCESS. 191 


undoubtedly occur. Budd mentions that Lawson 
practised as a surgeon for 10 years after an attack of 
hepatitis, which left behind several small abscesses. Cassimir 
Bronssais states that in the autopsy of a man, who 
had survived an attack of dysentery and hepatitis previously, 
four cieatrices were found in the liver. In Madras General 
Hospital 1893-1902, of the 154 cases, 21 were multiple and 
they all died. Of the remaining 133 eases, 53 died but we 
are not sure that they were all single, as we have not 
definite remarks of the surgeons. In Niblock’s 29 cases, 
5 were multiple and all died; and amongst the remaining 
24 there were 6 deaths or 25 per cent. 

Prognosis also depends upon the nature of the abscess. 
Lafleur! thinks the amæbic abscesses to be more fatal, but 
Manson? denies it. 

(3) Rupture into perizardium, pleura and peritoneal 
cavity is always fatal. There is always a chance of recovery 


if the pus finds for itself an exit, as through bowels or 


lungs. 
Observer. Cases in which abscess discharged Recovery. 
through the right lung. 
Bartholow | of his cases, 
Ronis. 30 15 
De Castro” 25 ” 19 or 76 per cent, 


Ca 
1 Lafleur. Albutt's System of Medicine Vol. IV; 1st Ed., P. 168, 
s Manson, Tropical Diseases, 1903, P. 457. 
3 De Castro. Des Abscess du foie des pays chauds, Paris 1870, 
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Observer, Cases in which abscess discharged Recovery. 
through the right lung. 

Morehead 5 a 

Stovell 16 (0 


La Heur , 


Gcdies จ Unfavourable, 


The most favourable mode of exit is through the lungs. 
The discharge of pus may continue for months and yet 
recovery may take place. Discharge of pus externally is 
said to be another favourable termination but it is rare. 
Maclean confirms Morehead in the fact that the 
abscesses which open at the ensiform cartilage have better 
chances of cure than those pointing in the right hypo- 
chondrium or in an intercostal space. This is due to the 
collection of pus in the former case being seated in the 
left lobe of the liver, and therefore smaller. Rupture 
into colon is usually followed by recovery. 

(4) Prognosis depends upon the early or late surgical 
operation. Since hepatic ahcesses have been treated by 
Free incision and drainage, the mortality has fallen from 
80 to 32 per cent (Dujardin-Beaumetz). By operation, 
the best results are obtained in cases of single abscess 
situated near the surface and not complicated with dysentery. 
In Niblock’s cases, “all abscesses containing less than 20 
ounces of pòs at the time of operation recovered”. 
But the statistics of the results of making artificial opening 
are by no means uniform and encouraging. There 
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can be no doubt that the operation often prolongs 
life. Once the presence of pus is diagnosed, delay in 
surgical operation cannot be justified, and the postponement 
of the operation for even a single ‘day may lead to a 
perforation of some neighbouring organs, and the results 
may be disastrous. 

(5) In private cases, the prognosis is better than 
what happens in hostpital. Morehead! thinks that about 70 
per cent. of the former and 50 per cent. of the latter recover. 

Hatch? found that in some years, the mortality 
in hospital was 90 per cent., while in private practice it was 
about 20 per cent. only. 

As regards the health of a patient who has recovered 
from an attack of liver abscess there is reason to believe 
that he will regain his usual standard of health. Cases 
are not uncommon where individuals have lived 30 or 40 
years after the occurrence of abscess, and Maepherson? knew 
a man of 75, who had had abscess 45 years before. 

Thus the question suggests itself for solution. “Can 
a liver, the large part of which is rendered functionless 
by disease, perform its physiological functions as usual" ? 

To this question it is difficult to give an answer 
offhand, unless it be from the recorded evidengfe of observers 





t Morehead. B. M. J. 1899. I. P. 1032. 

2 Lancet 1902 Vol. II. P. 1543. 

3 Quain's Dictionary of medicine, Part I, P. 831. . 
15 
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who knew patients in good health, many years after the 
disease, Cantlie remarks! ; *When one part of the liver 
is rendered functionless or destroyed, the remaining 
portion becomes hypértrophied, and takes up the work of 
the diseased portion”, By observations and experiments 
he claims to have proved “that there are two sides to the 
liver, each equal in bulk, and each half presided over by 
an equal-sized branch of the portal vein, hepatic artery, 
and hepatice duet. In fact there is a right and left liver 
in juxtaposition, equal in weight, but having separate 
vascular and biliary circulation. Disease of one side of the 
liver need not, and very seldom does, involve the other ; 
moreover when one side is destroyed the other may take 
up its functions. There is nothing unique in this, for 
we have the example of one kidrey executing the work of 
both when one is removed. A liver, therefore, in which 
disease is confined to one side may come in time to fulfil 
the funetion of the whole; and given time to develop, 
the compensatory power is so marked that a person may 
recover completely with only half a liver left.” 
Recurrence :—After apparent recovery, there is danger 
of recurrence. — So Marshall* advises that no patient 
| should returm, to tropics, until after 2 years and better, 
i if not at all. ` Nes 
Todd . of OT 
* Marshall, B. M, J. 1899, vol, I. P, 1387, 








CHAPTER X. 


Prophylaxis: improved sanitation ; The presuppurative stage 
of liver abscess; its diagnosis by leucocytosis ; the value 
of leucocylosis ; Ipecacuanha treatment ; In what stage 
is (í useful? Medical treatment of liver abscess. 
History of Ipecae treatment, its disadvantages ; its mode 


of administration. . 


There can be no doubt that the tropical abscess of the 
liver is a preventible disease. No matter 
Prophylaxis, 

on what does it depend, the faulty 
condition can always he rectified. This can be inferred 


from the fall in mortality amongst the English army in 


India.! 
1870-79 : mortality 2°19 per thousand. 
1891-1900: » 1:24 ,, » 
Locality. Year. Army. Strength, —— Rate. Death. — 
Indis {1880.80 "soos 15625 268 S09 — 194 
Bengal {189089 5 — 15 0 2 0298 0 135 
wem [E 0 Satu ns 
Bombay (1890480 1 20 10 24 10 0 ro 





\ Davidson's Diseases of Warm Climates p. 648, 
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HEPATITIS. 
Admission rate. Death rate. 
— —— 
L.A ; L.A. | š 
e a ` L.A. with A L.A. with 
Country. Year. without : | without : : 
* dysentery. dysentery. dysentry. dysentry. 
India 1559 * 181 20 1:05 "18 
Bengal T^ ia 1:65 "3o '94 2i 
Madras * See 184 ‘07 1:39 ‘OT 
Bombay ... we 2°17 l'OS 


Army, Country. Strength. Year. Admission. Per cent, Death, Per cent. 


7 |] 125 — 1'81 74 1:05 ว n 
European India Ç ui Sil Waw "(14 + ‘20 13 ‘18 6 124 
— A š 
Corss 1800 {3 + 38 อ 41 rob 
Bengal — (13 + ‘35 12 27 
ge a 1 SE 00 26 21 
(20 — 184 19 1:39 
Mad 1865.  . ว 1 br CO 1 07 
1890 " a 
| (28 — 217 14 1:08 
8 bay Soe + o 0 
| O 
ive (128642 1889 6 05) 53 
— (127746 1890 4 03 5 


In the above table, the sign + represents cases of liver abscess with 
dysentery, and the sign — stands for cases without it. The death 
ratio of the European army from hepatic abscess was 35 times 

b. higher in 1890 and 25 times higher in 1888 and 1889 than that of the 
native army. | : 






This improvement ia entifie methods of sanita- 
k: ~ tion, ventilata} barracks @fid more temperate habits of 
| the soldiers. The idiopathic abscess is less frequent; and 









! The figures include mortality out of hospital. 
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the am:ebie infection requires prevetion. To attain this 
end, supply of pure water is the most important factor. 
The amæbic dysentery should be prevented by: 
(1) Disenfection and safe disposal bf stools. (2) Preven- 
tion of pollution of soil and water—the substitution of 
water-carriage system for privies and  cesspools. 
(3) Supply of pure water and its safe storage. (+) Thorough 
draining of the soil. (5) The boiling of water before use. 
(6) The cleanly cultivation and scrupulous washing of 
raw vegetables. (7) And easily digested diet and 


avoidance of fatigue, exposure and excesses. 


If a man becomes dysenterie, he should be cured by 
ipecacuanha and other medicines ; if he be suffering from 
malaria, re-infection may be prevented by the judicious 
administration of quinine. Exposure to cold should be 
avoided in tropical climate. And last of all, though not 
the least in importance, ardent spirits should be shunned 
by all as poison in the tropics. Excesses at the table, 
much animal food, rich sauces, hot curries, and pastry—can 
not be long continued and should be avoided by the 
European. He who is moderate in all things is the safest. 
j -abseess is rare amongst 


In Waring's statistics! t 
subject to hepatic disorders, 






teetotallers.? The officers, 





' I. A. No. vi, p. 484. 
3 Influence of Habits of Life in the Causation of Liver Abscess. p. 617. 
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when imprisoned by Hyder Ali, lived on a scanty diet and 
returned in good health. Murray’s case', an officer, who 
being ship-wrecked on a desert island lived exelusively on 
eggs, was completely cured of his hepatitis. But the animal 
diet need not be too much curtailed as some cannot digest 
vegetable food. Lighter wines in moderation may be 
allowed. Acute hepatie complaints are unknown amongst 
the Freneh inhabitants of  Pondicherry?, as they live 
principally on vegetable food and eurries, and drink the light 


wines of France in moderation. 


The presuppurative stage of amebic hepatitis :— 
Major Rogers of (Calcutta in 1905 discussed the 
. The prevent- value of leucocytosis in acute hepatitis, 
ive treatment 


. 
by ipecacuanha and concluded that “its presence in a 
in the early 


stage. marked degree was generally an indi- 


cation that suppuration had already taken place; but 
in the slighter degrees, it may be present, in acute 
hepatitis without actual suppuration or that this early 
stage of amebic hepatitis may sometimes be cured, 
and suppuration prevented, by the administration of 
large doses of ipecacuanha.” He has shown in his 


“ Fevers in the Tropics” by careful research that the disease 








may frequently-be recognized by the blood changes when 


—— — 


* Bombay Medical and Physical Transactions, Vol. i. 
* Madras Medical Topography, Centre Division, p. 66, ` 


s 








PROPHYLAXIS. 199 


in a stage which admits of eure. “Thus the patient is 
prevented from drifting on into the much more serious 
suppurative stage, now so commonly their fate. Further 
these (his cases) constitute a distinct class of fever, 
usually of a chronic intermittent type, sometimes with no 
very definite symptom of hepatitis, rarely with any dysentery. 
They may be recognized or at least strongly suspected by 
the presence of a moderate degree of  leucoeytosis, 
generally of the type which I have described as common 
in amæbie abscess of the liver, namely one in which 
the proportion of polynuclears is either normal or only 
slightly in excess. Further—and this is the most important 
practical point—this kind of fever yields rapidly to large 
doses of ipecacuanha in the absence of symptoms of 
dysentery, or even of hepatitis, and the formation of 
tropical abscess of the liver is thus prevented." If this 
fascinating discription be found out to be true by other 
competent observers, no doubt it would be a great 


achievement in medical science. 


The existence of marked leucocytosis—from 3000 to 
5000—has led to the detection of hepatic abscess in 
patients suffering from dysentery (Boipet') or malaria 





1 Soc, de Biolog, Path. Dic. 29. 1900. 
s B. M. J. 1902, I. 831 and II. 844. 
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Before accepting the observations of Rogers as proved, 
we have to solve the following questions :— 

l. Is the leucocytosis, a special feature of amæbic 
hepatitis only, or is it found jn other diseases? 


Now let us study the leucocytosis of Rogers’ cases. 


They are as follows : — 


= 
. = 
s ri a 
E z S a 
© 2 = = 
o o E = ? a. 
x. = E = ex z 
P ea e = = E P o E 
^ 2 = ซี à + 3° 8 
1 3600000 15250 1-236 83 13 4 0 
2 Leucocytosis ๒ ๑ 9 78 16 2 4 
3 Ñ e Ari 12 6 3 
+ 3090000 24000 1-120 78 15 7 O 
5 3610000 285000 1-126 76 21 3 0 
6 3960000 9500 1-416 78 8 3 2 
7 45820000 21000 1-230 7 15 5 2 
8 4600000 17750 1-233 87 7 5 1 
9 Leucocvtosis = 80 15 4 1 
10 5380000 17000 1-316 76 16 6 2 
11 4910000 9500 1-517 79 16 4 1 
12 4290000 15250 1-272 81 11 7 I 
13 Leucocytosis TT TT "aa TI 
14 4660000 20750 1-225 ss see — e+e 
15 3340000 17250 1-193 74 22 3 1 
To verify these results we examined the blood of patients 
r in whom livef, abscess was suspected but not definitely 
๕ 


diagnosed, and who afterwards developed abscess of the 
liver. So this stage can safely be taken as the presuppura- 





tai uu... e 
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tive stage of liver abscess. The patients were all natives, 
and we suspected abscess of the liver because of their 
intemperate habits. The type of leucoeytosis present in 
them does by no means correspond to the type of 


Rogers’ cases. 


_ 
: = 
y - 
= = = ó 
$T 
` ` = = = 
Z * c E Ge wu LE 
Š c RIRE: 4 Bo XR 3 
x = = = = 72 ee = 
1 4530000 22000 1-197 90 7 2 1 
2 4840000 16200 1-203 70 13 5 2 
ใ 3900000 12800 1-305 96 2 1 
4 5240000 ] 5000 1-403 6S 22 3 
5 4430000 17000 1-249 74 16 6 4 


The charaeteristie leucoeytosis in which the proportion 
of polynuelears is normal or only slightly in excess is 
absent in the above cases. The percentage of polynuclears 
varied from 68 to 96. Again Strong says that “there is 
usually a leucocytosis from 15000 to 40000 in which 
polymorphonuelears are increased. However the leucocyte 
count may be normal!” Moreover if we compare the 
leucocytosis in epidemic dropsy we shall find that the 
figures nearly approach those of Rogers’ cases. The 
as Y L gl ya l a L Z L EL 

1 Strong in Osler's System of Medicine. Vol. T., P. 516. 


TU WT 
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following are the figures of leucocytosis in epidmie dropsy 


counted by Rogers himself! :— 


= 
F E 
š - š = * 
8 > i = = น e. 
: 2 S = = S = 
š m s z ส B Hi 4 
* e = a - - 3 s: A 
1 3490000 10375 1-329 716 200 12 1'2 
2 2400000 7200 1-340 712 220 is oo 


Again Rolleston says that leucocytosis, though highly 
suggestive of hepatic abscess, is by no means found in all 
cases. When septic absorption is prevented by a thick 
capsule and in ameebic cases, there may be no leuco- 
cytosis.* 

Thus we see that the leucocytosis is not a special feature 
of abscess of the liver. The same type of leucocytosis in 
which the proportion of polynuclear is either normal or 
slightly in excess is found in other forms of suppurative 
processes, and sometimes in inflammatory processes which 
do not end in suppuration. Leucocytosis is also seen in 


the later stages of diseases involving destruction of liver 


tissue (e. 7. cirrhosis).? 





1 Discussion on Epidemic Dropsy in Asiatic Society Bengal. 
I. M. G. vol, xliii, Na. 405, 1908, 

* Rolleston. Diseubes of Liver, p. 139. 

3 Richard C, Cabot in Osler and Macrae's System. of Medicine Vol. 
dv, p. 608. 1908, 
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Boinet! thinks that leucocytosis when present, is 


constant and does not appear and disappear as it does in 
intermittent hepatic fever; but other observers affirm 
that leucocytosis is by no means a constant feature in 
liver abscess; “when septic absorption is prevented by a 
thick capsule, and in amobie cases there may be no leuco- 
eytosis" (Rolleston). It was absent in 3 out of 5 cases 
(Osler)?. It was absent in Cabot’s ease? and Rispal! 
found slight leucocytosis (15,000) in 3 cases. 

A very interesting case, illustrating the fallacy of 
accepting leucocytosis as the sure sign of liver abscess, 
was operated the other day in a hospital, at Calcutta. 
The patient’s blood was examined by the bacteriologist 
of the hospital and it was pronounced to be a case of 
tropical abscess in the presuppurative stage. But on opera- 
tion, it was found out to be a case of cirrhosis of the liver. 

So we think that the leucocyte count does not help 
us much in arriving at a sure diagnosis of liver abscess. 
But it is of undoubted value in doubtful cases. 

(2) Do the cases of hepatitis in which such leucoeytosis 


is present, always end in suppuration if left to themselves ? 





— — 


1 Boinet: Soc. de Biolog. Paris, Dic. 29, 1900. * 
e Osler: Med. News (N. Y) April 12, 1902, p, 673. 
* Cabot : Clinical Examination of the Blood p. 253. 


* Rispal : Compt. rend. Soc, de Biolog, 1991. p. 362. 
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We can not say that the cases mentioned by Rogers 
would have terminated in supuration if left to nature. 
There is no doubt that by the use of ipecacuanha, the 
fever accompanying the hepatitis has been checked in a 
remarkable way. But we can affirm so far and no 
further. It requires to be proved that in liver abscess only 
one peculiar type of leucocytosis occurs; and that the 
cases in which such a type is present, invariably end in 


suppuration, if not treated by jpecacuanha. 


(3) Are those eases of fever without dysentery or liver 
symptoms but having a marked leucocytosis, (group IV of 
Rogers’ cases), really cases of ameebic hepatitis, because 


they were amenable to the ipecacuanha treatment ¢ 


We ean not say with certainty that these cases would 
have terminated in abscess. There were no symptoms of 
liver disease or of dysentery. The only reason for calling 
them cases of liver abscess is the presence of the peculiar 
type of leucocytosis. Cases of liver abscess without any 
sign pointing to the liver, are possible; but generally we 
get some symptoms of the disease. 

(4) Is it possible by medicinal means to check 
suppurative prqeess already started in the liver substance ? 

. 


Surely when' suppuration has once declared itself, we 


ean not hope to check the process by any medicine. But 
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if it be possible to diagnose the presuppurative stage, 
then there is nothing inconceivable in the assumption 
that there may be medicaments which may check the 
process. And we may say with Burney Yeo! that 
“Assuming ipecacuanha to dontain a principle which has 
the power of destroying the activity of the am«eb: coli, 
or their secretions, and supposing this principle to be 
soluble in the intestinal contents and to be carried to the 
liver through precisely the same channel as the toxic 
irritant, and supposing this irritant to be only of feeble 
virulence, there seems nothing irrational and impossible 
in the hypothesis that its infective potency may be stayed, 
and the pathological processes which might end in suppura- 


tion abated.” š 
(5) What is the action of ipecacuanha on the liver? 


Acting remotely on the liver, this drug is a direct 
cholagogue, increasing the seeretion of bile. The action of 
ipecacuanha in large doses has been thus summarised 
by Ewart?. “It produces all the benefits that have been 
ascribed to blood letting, without robbing the system of 
— — — — — — 


í Yeo's Medical Treatment, Vol. IT, P. 184. 
s Ewart's Review of treatment of Tropical Diseages in Indian Annals 
of Medical Science, 1862-63, P. 403. ๑ ” 


Sir J. Fayrer also prescribes ipecacuanha during the acute stage. 
[See Davidsons’ Diseases of Warm Climate, p. 661]. 
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one drop of blood; it produces all the advantages of 
mereurial and other purgatives, without their irritant 
action ; it produces all the good results of antimonials and 
sudorifies, without «any of their uncertainty ; and it 
produces all the beneficial effects ascribed to opium, 
without masking, if not aggravating the disease, whilst 
the mischief is silently accumulating within. Thus, it 
may be said that we possess in ipecacuanha, a direct and 
safe antiphlogistic, a powerful sudorific, an unirritating 
purgative, a certain cholagogue, a pancreatic stimulant, and 
a harmless sedative to the heart and muscular fibres of 
large intestine.” He too claims for the drug the merit of 


decreasing the frequency of liver abscess. 


The supporters of the ipecacuanha treatment are not 
agreed as to the stage of the abscess in which it acts as 
a specific. Captain Murray! writes: “JW 

In what stage 
is Ipecac use- must be clearly understood that only cases 
je tn the presuppurative stage are referred 
fo. I do not, for one moment, mean to imply that 
once an abscess has formed, ipecacuanha will be 
of any use whatever.” Captain Greig? would extend its 
use even after evacuation of abscess: “Observations were 


made also, on a case, in which two amæbic abscesses in 


3 Murray. I. M. G. Vol. xliii, No. 4. 1908, 
* Greig. lbid, xlv. No. 1910, 





% 
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the liver had been opened, and as the temperature still 
remained elevated, Pulv Ipecac in full doses was given, 
with the result that the temperature and leucocyte curves 
fell shortly afterwards te, normal, and the patient 
recovered. In this case the drug appeared to have limited 
the ameebie infection and prevented a further extension 
in the liver.” Lt.-Col. Nott! mentions a case in which 
ipecacuanha was not given before operation. ‘In this 
case some 17 or 18 ounges of pus were withdrawn by 
aspiration and quinine solution injected and Ipecacuanha 
which at first was badly taken, was given in large doses. 
Two further aspirations were made at intervals of 10 days, 
although the temperature was mostly normal, and further 
quantities of pus withdrawn. Eventually after taking 
[pecaeuanha for a long period recovery took place.” 
Lt.-Col. Pilgrim? emphasised “the necessity of continuing 
the ipecac treatment for a considerable time after all the 
symptoms have disappeared." Thus we see that ipecae 
treatment is recommended in the various stages of the 
disease; and beneficial results were obtained in all eases, 
Cantlie?, on the other hand, questions the high hopes enter- 


tained by Indian physicians about the ipecac treatment 


_ ——— —————— 


1 Nott. Ibid. .. 

* Pilgrim. Ibid. 

a Cantlie, Paper on the treatment of chronic Dysentery. Section 
of Tropical Medicine, September 1909. 
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and says: “The so-called presuppurative stage of hepatitis 
in the history of the formation of a liver abscess is a 
misnomer, and the exhibition of Ipecacuanha to control 
the hepatitis is not a rational explanation of the good 
claimed for Ipecacuanha in this respect. The prevention 
of the formation of liver abscess by the exhibition of 
Ipecacuanha, if it does thus serve, cannot be by controlling 
a general hepatitis, for it seldom exists as an antecident 
to tropical abscess. The explanation, if such is feasible, 
may then be sought in the action of Ipecac. on the bowel 
contents, or upon the ulerated surfaces; but this is a 
matter of mere speculation, for there is no surety on even 
credence that [pecacuanha, more than caster oil, or Epson 
sult, or milk, has any effect in preventing liver abscess.” 
Sir Havlock Charles! remarks: “Sir P. Manson speaks 
highly about Ipecacuanha; it is a powerful drug, but on 
live amebe it is harmless; a theory is requisite to help 
its action. [t undergoes change before absorption by the 
gut. Let it pass—will do as well as any other idea. 
I also have had recoveries, and many too, from threatened 
liver abscess, by the use of this drug." Pilgrim also 
admits of cases “in which cure was effected by rest in 


bed, suitable diet, the exhibition of salines, ammonium 








1 Charles, Discussion on his paper on Tropical Abscess of the Liver, 


July 1909, at the meeting of the British Medical Association. 
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chloride, quinine ‘ete. and also local applications " but he 
observes that in many eases inspite of this treatment, the 
hepatitis has drifted on to abscess and claims for the ipeeac. 
treatment that not a single case treated in this way drifted 
into liver abscess. Surely the testimony of so many 
observer in India can not easily be laid aside, as facts 
can not be ignored; but the trial has heen given only 
for the last 3 years and it is premature to say that none 
of the cases developed liver, abscess when treated by ipecac. 
in the early stage. 

Thus we see that ipecacuanha would be of inestimable 
help in the treatment of liver abscess. But might not 
we suppose that ipecacuanha did good in Rogers cases, 
because they were cases of hepatitis ? 

History of the ipecac. treatment: “ Ipecacuanha was 

first omployed as a remedy by Piso,! who 
History of the 


ipecac. treat- 
ment. 


brought it from the Brazils, and had 
given it in drachm doses, and in the form 


of infusion, but it was not until Helvetius, who had 


come from Holland to Paris, gave some of it, with a 
knowledge of its virtues, to the physician of Louis XIV., 
who employed it suecessfully in the ease of the Dauphin, 
then dangerously attacked by dysentery, that it came 
t De. Med. Brasil. Lib. ii, Amst. 1658. 

14 


eee 
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generally into use. Marais,’ and soon afterwards Sloane,” 
Heister, Vater, ete., furthur demonstrated its good effects. 
(Copland.*) Since that date, it has been employed by the 
highest authorities ; and in modern times we find Annesley 
Twining, Ainshe, Geddes. Mortimer, Ballingall, and 
Furguson, recording their testimony as to its value and 
efficacy in this disease" (Waring*). In 1783 Stephen 
Mathew recommended calomel and ipecac, pills in emetic 
doses in hepatitis. Next McLean of Netley urged its 
use as a preventive of tropical abscess of the liver. In 
1885 Murchison confirmed MeLean's views. Norman 
Chevers advocated large doses of ipecac. in hepatitis. 
Manson also speaks highly of it. 
The chief disadvantage of the routine treatment by the 
drug in large doses is the unpleasant after- 
Disadvantages | 
of ipecac-treat- effects, the patients suffer from. It may 
— be well to push the drug in the hospital 
patients but in private practice, such boldness will often 
be resented by the sick. The natives who suffer from 
liver abscess are generally of poor health and they can 


not as we have found it by experience, tolerate such big 


` Ergo. Dysenf. Affect, Rad. Brasiliensis, Paris, 1690, . 
2 Philosoph, Trans, No, cexxxviii, 

3 Dict. Pract. Med, Vol. I.P. 731. 

* Waring, Practical Therapeutics, P, 298. 
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doses, even though the necessary precautions were taken 
by using keratinised or salol-coated capsules, or tannic acid, 
by the previous administration of opium or chloral, and 
by the hypodermic injection of.emetine hydrochlor. 

Again the question arises, as Lt.-Col, Harris puts it, 
“ Whether Ipecac. should be given to produce vomiting as 
old writers advised or with precautions to prevent its 


occurrence.” 


Dr. Arnold Caddy in conjunetion with Dr. 
Kanthack had obtained good results with ipecae. sine 
emetine. Tull Walsh, on the other hand, had used emetine 
with mercury iodide which however forms an insoluble 
compound (Merck). Rogers thinks that the whole drug is 
more efficient than the sine emetina. 

We may however conclude that the utility of the 
ipecacuanha treatment rests on the value of leucocytosis in 
liver abscess—a question which is far from being a settled 
point in pathology. But we think that there is no harm 
if it be laid down that “ all cases of this disease should be 
treated with large and repeated doses of ipecacuanha, 
whenever there is any doubt remaining as to whether 
suppuration bas already taken place or not, before any 
exploration of the liver is carried out, for this rule will" 
certainly prevent some unnecessary surgital measures ”. 
It should, however, be clearly understood that no time 
should be lost, especially as Rogers has shown his cases 
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, 
to be benefited by the treatment within 2 or 3 days, 
if there be any symptom of suppuration, in which case 
aspiration should at once be had recourse to. The abscess 
once diagnosed, no — should be lost upon any measure 
other than its opening and evacaution, even aspiration 
of pus will be useless. It is quite possible that the cases 
cited by Rogers were cases of desentery —latent or active— 
which kept the temperature of his patients high; and 
the fever subsided because the dysentery was cured by 


big doses of the drug. 


Administration of Tpecacuanha :—Pilgrim describes in 


detail the mode of administration of the drug as follows :— 


“When not associated with lese stools and the bowels 
are on the contrary inclined to be costive, a mild mereurial 
purge is first given; otherwise the Ipecacuanha treatment 
is begun on the evening of admission or diagnosis of the 
disease. It is necessary that the patient should have 
nothing to eat or drink for at least 2 hours before and 
after the giving of Ipecacuanha. Twenty minutes before i 
taking the Ipecacuanha I give 20 grs. of chloral, then in 
average cases I give 25 grs. of Ipecac; in severe cases in 

* which the fuM influence of the drug is immediately 
, required, I five 30 grs. for the first 3 or 4 nights, after 
that reducing it to 25 to 20 grs. gradually. 1 have 
occasionally given 40 grs, but l believe this is seldom 
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necessary, and the cases treated in this hospital have 
responded very favourably to 30 grs. doses and less. As 
a rule I find one dose daily suffices, but in severe cases I 
do not hesitate to give it night and morning, and also in 
cases not apparently severe but in which the leucocytosis 
does not rapidly reduce. The Ipecacuanha is given in 
keratine capsules 5 grs. in each, and I am quite sure that 
given in this way the Ipecacuanha treatment is robbed of 
half its horrors—given in capsules, both the nausea and 
vomiting are very greatly reduced—many patients do not 
vomit at all, but only suffer for a short tame from nausea, 
while some few are absolutely free from any unpleasant or 
abnormal sensation ; it ig a question of whether the capsule 
breaks or comes undone before it has passed through 
the pylorus. * * * After swallowing the Ipecac. the 
patient is enjoined to lie absolutely still in bed when 
under the influence of chloral, he usually soon drops to 
sleep, and if he wakes up 2 or 3 hours later, feeling 
nneomfortable, the drug will at all events have largely 


exerted its influence ”’ 


Lt.-Col, Calvert says: “More than 20 years ago I received 
the information, I believe, from the late Surgeon-General 
MeLean—so the idea hails from Madras-»that by com- 
bining tannic acid with Ipecacuanha, vomiting may be 
prevented; experience has shown the truth of this 
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statement. I mix 20 or 30 grs. of powdered Ipecacuanha 
radix with 10 grs. of tannie acid, flavoured with a few 
drops of oleum anisi and roll loosely into 4 grs. pills. 
Then the patient ia directed to swallow quickly with as 
little water as is possible and then lie prone. There may 
be some nausea, but in nine eases out of ten, if properly 


carried out, there is no vomiting." 


As regards the use of a mustard plaster, Pilgrim thinks 
“it a mistake to put on mustard plasters or other local 
applications to the stomach, which only attraet attention 
to that organ, and interferes with the drowsy feeling which 
begins to steal over the patient ending soon in sleep". 
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CHAPTER XI. 


Treatment : internal medicine, bleeding, leeches, ice. 
Obsolete operations—caustic, thermo-cautery, puncture. Expee- 
tant treatment ; Serum treatment; Aspiration ; its indications ; 
how to aspirate ; depth of puncturs, advantages and disadvan- 


tages of aspiration. Injection of quinine and iodine solutions. 


The several measures that have been advocated for 
E the treatment of liver abscess are the 

following :— 

(1) Internal medicines. 

(2) Simple puneture. 

(3) Tapping witl aspiration. 

(4) Injection of antiseptie fluids into the cavity. 

(5) 'The open method of operation—free incision and 

drainage. 

As regards the medicinal treatment of liver abscess, 
the following drugs have been found useful. They simply 
allay the effects of concurrent ailments but are incapable 
of curing the abscess, when once formed. 

1. Mercury is not only insufficient but injurious, and 

Praner kitone should not be given except as an occasional 
— purgative. TUE 
2. If liver abscess be — with — or 


diarrhea, the bowel complaint should be at once cured, 
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but hepatitis must not be neglected. He should be kept 
in bed and restricted to milk diet which is of paramount 
importance in this grave hepatic disorder. A full dose of 
ipecacuanha twice daily for 2 or 3 days, should be given. 
Some prefer salines; others give relief by blue pill or 
calomel sometimes. 

3. If hepatitis occurs after the cessation of dysentery, 


salines should be administered freely. 


4. When the acute stage of hepatitis is passed, ammo- 
nium chloride in 15 to 20 grains doses thrice daily, often 
does good. The bowels should be kept open by cascara, 


eunymin, rhubarb, and alkaline saline purgatives. 


— 


5. For the relief of pain: apply poultices, dry and 
wet cupping over the hepatic area, and leeches arround 
the anus. Flying blisters may “be raised repeatedly 
by liquor epispasticus. Opium is often required to 
soothe the patient’s suffering. 

6. If liver abscess occurs without the association of 
dysentery: purge the patient freely by the sulphates. 
Massive hot poultice should be applied externally. The 
patient should be kept, on a low diet, in his bed. 


7. Change of climate : Change to a temperate climate 
often does good but never should be undertaken during the 
winter. He should always guard himself against chill. 


^O x 
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Formerly, bleeding was much in vogue, but blood- 
letting will not eut short the morbid process in acute 
Biesding. hepatitis. Frerichs is of opinon that it 
should only be ventured in cases of traumatic 
hepatitis and in robust  plethorie persons, when there 
is great tenderness, with enlargement of the liver and 
urgent dyspnea. It is better that it should not be tried 
at all, though some benefit may follow it. 


Leeches: Much benefit may result from the local 
application of blisters and leeches. Leeches round the 
s FER anus act directly on the portal circulation, 

Four to eight leeches, according to the 
indications should be applied and relaxing  purgatives 
administered, such as magnesium sulphate, mineral 


waters, &e. 


Ice applied to the hepatie region in acute hepatitis is 
: no doubt of great service. Application 
ce. 


of an ice-bag induces ischæmia of the organ 
and relieves pain. 


The method of gradual opening of the abseess by the 
Obsolete opera. application of caustic, or thermo-cautery 
is applied over the tumour, formerly much 


in vogue, is now abandoned, Equally so another method, 








218 TROPICAL ABSCESS OP THE LIVER. 


viz., that of leaving a rigid trocar in the wound. Puncture 
by trocar was a favourable method with some operators, the 
canula being left in for several days and then replaced by a 
drainage tube. Murray in 1839 stated that the Indian 
Hakims had immemorially resorted to puncture of both 
liver and spleen for the dispersion of enlargement with 
induration. Cameron! says: “This is a native mode 
of dispersing hepatic and even splenie enlargement. 
Acupuncture with a fine needle is a surgical operation said 
to be much in use amongst the native Chinese and 
Japanese Hakims ". But in simple puncture, pus often 
refuses to pass through the canula; so now it has been 


supplanted by puncture with aspiration. 


Expectant treatment: In autopsy, abscesses of the 
liver have been found to have undergone absorption. It 
Expectant was also believed that it was better not to 
rareté operate, as patients are said to have been 
cured by the spontaneous discharge of pus into neighbouring 
organs. The results of operations seme 30 years back 
were far from satisfactory. So it was thought prudent to 
wait for some fortunate, accidental solution of the difficulty. 
But now the operation has been simplified,—any medical 
practitioner, with the aspirator, can operate single-handed 
and at once; and the results show a decided improvement 
in the percentage of mortality. 
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Serum treatment: Rolleston hopes that “probably 
before long it will be possible to treat this condition 
Serum treat. (the period of uncertainty) by the hypo- 
El dermie injection of a bactericidal serum 
which is polyvalent and able to counteract the 
microorganism most probably present, as shown by 
an investigation of agglutinating properties of the 


patent’s blood serum". 


Now the surgeons always prefer aspiration. when in 
doubt. It is at once a diagnostic and often 

Aspiration. : 
a therapeutie measure of great value. Even 
if pus be not detected, withdrawal of a few ounces of blood 
from the liver is eften followed by amelioration of many 


distressing symptoms 7.e., fever, pain, cough, &e. 


The indications of aspiration are the occurrence of 
17 repeated rigors and hectic rise of tempera- 
ee ture and the persisteney of fever and local 
symptoms. The occurence of pleural friction in a suspected 
case of liver abscess is a sign of the extension of the inflam- 
matory process to the thorax and is a signal for operation 


to prevent its rupture into the pleura or lung. 


When a pulmonary abscess conseqyént on an hepatic 
abscess is diagnosed, no time should be lost in operating 
upon it, to prevent further destruction of the substance 
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of the lung. When we aspirate we must be prepared to 
open the abscess, if pus be detected, for then we avoid 
a double operation and a second administration of the 
anesthetic. Anæsthesia is absolutely necessary in aspiration, 
for more than one puncture might be necessary. It is 
always better to use a full sized aspirator needle so that 


the thick pus may not block the lumen of the tube. 


The site of aspiration. The localising signs are abhormal 
dulness, a tender area, a constant pain, localised bulging, 
srie localised pneumonie crepitus, and pleuritie 

or peritoneal friction. If on firm pressure of 
the finger between the ribs pain is complained at one particular 
spot, it becomes a valuable diagnostic symptom of the 
presence of pus in the liver. If these be absent the usual 
site is the upper and back part of the right lobe. The 
needle may be entered in the right axillary line through 
the 7th or 8th intercostal space or just below the 
rib in the right nipple line, or over the centre of the area 
of dulness behind, below the lung in the line drawn 
downwards from the angle of the right scapula. The 
knowledge of anatomical relations of the pleura and the 
lung in the right side may deter a surgeon from punctur- 
ing these structurés, but the danger is more imaginary than 
real; and it has been found in practice that punctures of 


the pleura and the lung are not generally followed by any 
* 


" 


jJ | 
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untoward result. Moreover an abscess on the dome of 
the liver may be missed by adhering to the anatomical 
limits of the safe site for puncture. Try to observe the 
sub-pleural and sub-pulmonary limits if you can during 
aspiration but these must not engender the hesitancy 
to puncture higher, 1f you are suspicious of the presence 
of pus there (Manson). 
The Modus operandi: "The skin should be rendered 
thoroughly aseptic, and the surgeon should 
ie | of be sure of his instruments as regards their 
sterilization before puncture. The needle, 
after making the aspirator ready, is inserted in the 
axillary line in the 8th, 9th or 10th costal interspace 
about lor 14 iaht from the costal margin and well 
below the limit of the pleura. It is then carried, 
inward, upward and slightly backward. If pus be not 
detected, the needle is to be withdrawn; then transfix 
the dull hepatic area systematically, both in front 
and behind, regard being had for the important structures 
concérned—the lung, pleura, gall-bladder, large vessels and 
the intestines. But if there is complete absence of breath 
sounds, of vocal fremitus and resonance over the lower part 
of right lung and pus has not been reachod, then the needle 
is to be thurst in anywhere below the Las of nipple and 
angle of scapula, disregarding the pleura and lung. Not 


B * 
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more than 6 punctures ean be allowed. If pus be not 
found, wipe the puncture wounds clean, apply a coating 
of collodion on a film of wool, which should be secured by 
a few turns of a broad ‘roller, Should, however, pus be 
Found, the meedle is left in the liver as a guide to the 


knife. 


The depth of the puncture : “It may be taken as a broad 
rule that no needle or trocar should be introduced to a 
ereater depth in the liver in the direction of the vertebral 


Depth of punc- column, horaizontally from the surface, 


ture, è | ๑ ° 
than 4 inches.”  Cantlie had his needle 


of the aspirator and the trocar and canula marked in 
inches, and the instrument makers shovld do well to utilise 


this precaution. 


How can we be sure that the end of the needle is inside 


the abscess cavity in the liver? 


“The movements of the needle after it is introduced 
into the liver aid in the diagnosis of whether or not the 
point is in an abscess cavity. When the needle is imbedded 
in the liver tissue, the part of the needle external to the 
chest or abdominal, wall move up and down with the 
respiration ; but Should the needle lie in a cavity, a more 
pronounced swing or pendulum-like movement (Manson) is 

d communieated. * * * * When the pendulum-like movement 
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is very limited, it may serve to indicate that adhesions have 
taken place between the liver and its surroundings ; 
but when it is entirely absent, then the needle, even if pus 


is drawn off is not in the liver at all" (Cantlie), 


Sir J. Fayrer is a strenuous advocate of puneture for 
exploration but insists on opening by incision immediately 


pus is detected. 


As regards the advantages of aspiration, it has been 


claimed that even if pus be not deteeted, 


Advantages of 


aspiration. hepatic phlebotomy is a measure of proved 


value in hepatitis. The risk of hemorrhage at a minimum 
and armed with aseptic precautions, aspiration should be the 
rule of surgical practice. No ill effects follow this procedure 
even though blood may leak into the peritoneal cavity. 
Fagge and Whitla quote instances of the cure of 
hepatic abscess after simple aspiration and withdrawal of 
the purulent contents. Easmon' also reports such a cure. 
Cantlie observes: ‘The abstraction of blood from an 
inflamed liver is the readiest way of relieving hepatitis”. He 
advises us to withdraw six to ten ounces of blood. Laurie 
of Hyderabad gives a table showing 4 deaths out of 26 


ee TT 


i Lancet, August, 13, 1887. 
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eases of liver abscess which were aspirated antiseptically.' 
Cameron? never had the slightest ill result beyond a 
little local pain “and he found such puncture followed 
by gradual absorption and disappearance of the enlarge- 
ment" Palmer? says: “ In no case do โ remember any 
bad consequences resulting from such punctures.” Harley 
also advocated the practice. Bérard® mentions a case who 
was considerably relieved by 4 punetures made into the 
liver. ' 

But aspiration has its black side too. Many object to 
Disadvantages. aspiration for the following reasons :— 

1. “Extensive suppuration may exist and yet be missed 
in the aspiration, partieularly when the branches of the 
eportal vein are distended with pus." (Osler) 

2. Statistical data regarding the actual value or even 
the safety, of the method of thursting trocars into the liver 


in search of pus has not been published. Maclean,® at 










" Hyderabad gave this operation a patient trial but. “without 
I * - 
x a fortunate issue in a single example." 
4! I 
P eo CO N I O 
T Y Annual Report on the Civil Medical Department of Hyderabad 
1401. 
* Lancet, 1863, Jufhic 6 and 13. 


3 See Fayrer's Work. P. 213. 

* See Chapter on Hepatic Phlebotomy. pp. 161 and 509. 

s Bérard: Lyon Medical May, 8, 1912. 

* Lancet, July, 18, 1863. á 
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3. It should be remembered that an hepatic abscess 
always begins from multiple foci (Rokitansky) so it might 
require repeated aspirations. 

4. Aspiration of liver is not without danger. Fatal 
cases are known to have oceurréd in the practice of eminent 
surgeons. Many instances of fatal syncope are recorded. 
Willet! mentioned a case in which, aspiration in a 
doubtful swelling of the liver, killed the patient within 
2 minutes. “The sudden, fatal syncope seemed due to 
the impression. made on the nervous system ? through the 
solar plexus”. Hateh ? and Maitland * report cases whose 
death has followed exploratory puncture. Maitland ‘advises 
us that if a second puncture is necessary, an entirely fresh 
one should be tried, and not to push the end of the trocar 
in another direction, as bleeding is more apt to occur 
there. This is more likely to happen if the patient 


be the subject of cachexia from splenic leucocythæmia. 


5. “ Aspiration repeated once or twice, has been 
frequently employed, but is of little value, and not a few 
cases are on record in which septie peritonitis or pleurisy 
has followed the introduction of the needle from the front 





! B. M. J. November, 13, 1886. ^ 
* Jacobson and Rowland, The Operations of Symegery. VIII p. 539. 
* 1 M. G. April, 1898, 
* B. M. J. 1902, M.L. 458. 
15 
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or side respeetively ". Sir J. Fayrer remarks that in a case 
‘after death which quickly followed the puncture with an 
aspirating needle, blood was found extensively extravasated 
and coagulated in lamina in the peritoneal cavity ”. 

6. We know a case in whom fatal hemorrhage 
occurred after aspiration. Lt.-Col. Brown told us of 
another case, a friend of his, who was aspirated by a 
noted surgeon of Calcutta and who died two days after 
the operation from haemorrhage. 

7. And it may be the means of spreading infection 
in the liver by passing through the abscess and carrying 
the pus into other parts of organs. Cases are on record 
where suppuration has followed the aspiration. “As the 
tenderness involved the left lobe, tfe abdomen was opened 
and the liver was palpated and repeatedly aspirated 
with a negative result. * * * * Four weeks after admis- 
sion, the fever became higher and on the 38th day after 
his admission a second operation was performed and an 
abscess opened in the very position which had been proved 
to be free from pus by aspiration 29 days before.” 
Rogers concludes that because ipecacuanha was not tried 
in this case, abscess was the result; and that other 


medicines, which were tried in the case, are useless in such 

. ‘ m0, 4 
| ' Rose and Carless, Manual of Surgery 4th Ed, p. 908. $ 
| * Rogers. Calcutta Medical Journal, 1908, p. 366. 
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a disease, Might not we argue that aspiration was the 

cause of suppuration, especially when pus was discovered 

exactly where its absence was proved before. Suppuration 

occasionally took place even after taking all precautions 
° 

against infection from the instruments employed. 

5. The trocar may be blocked and the thick pus would 
not flow through it. 

9. “The abscess may leak into the general peritoneal 
cavity and set up general peritonitis; severe haemorrhage 
may occur if the aspirator wounds a large branch of the 
hepatic artery, or the aspirator may perforate ope of the 
hollow abdominal viscera, such as the stomach, intestines ” 
( Rolleston.) 


We have, however, never witnessed any evil effect from 


aspiration. It used to be frequently done in the S. N. P. 
Hospital and we have done ıt many times, but no 
untoward event happend in our cases. 


Observer. Cases of aspiration. Result. 


Hammond 8 No bad result. 
Bartholow 2 Improved the symptoms. 
Condon 11 8 Abscess evacuated. 
3—np abscess but im- 
, proved. 
Ramirez ° No evil result. 
Harley Relief. 
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We may take the advise of Godlee! as our guide, “If 
the existence of an abscess be only suspected and the patient 
be loosing ground, it is right to puncture the liver in the 
most likely situations, "bearing in mind that, though 

° 

usually quite harmless, a slight amount of risk accompanies 
this very trivial operation. If on the other hand, this 
abscess have ruptured or not, there are no means of 
diagnosing the whereabouts of the matter, and the patient 
be not loosing or even gaining ground, the surgeon should 
hold his hand for a time". — Cantlie? considers the inferior 
vena cava the only vessel likely to be injured and so 
prohibits introduction of the needle more than 34 inches. 
But aspiration is unadvisable if leucocythæmia or anæmia 
be present and in all casses an examination of the blood 
from the finger will aid the diagnosis. 

Some surgeons prefer, after aspirating the liver pus, to 


Injection of injeet into the cavity antiseptie solutions to 


— kill the germs and so to cure the disease. 


Losech found that a solution of quinine 1: 5000 quickly 
killed the amaba and so he injected this solution into the 
bowel of patients - suffering from am«bie dysentery. The 


patients improved and the ameba disappeared from the 


<< a ET 


* Lectures on thé Surgical Aspects of Hepatic Abscess. B. M. J. 
Jan. 1890. e 
3 Cantlie J. B. M. J. 1913, Vol. II. P. 656. ; 
` 
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stools, only to re-appear however when the quinine 
injections were let off. Rogers suggested its trial in the 
treatment of liver abscess, first drawing off the pus by 
aspiration, injecting the quinine solution into the cavity and 
then withdrawing the canula'. Both favourable and 
unfavourable reports have been published as regards the 
treatment; but no definite statistical data are availing. 
Rogers and Wilson? diseribe two cases of amcebie abscess 
of the liver cured by aspiration and injection of quinine 
into the cavity without drainage. In two cases we tried 
the treatment, and in both it failed. Some lik injection 
of iodine, but it is often found to be worse than useless. 
The injection of biehforide of mereury or of iodine solution 
into the liver is dangerous ; as a curative measure it is most: 
uncertain. 
` B. M. J- September 20th, 1902. 


* Rogers L. and Wilson R. (June 16th 1906), “Two cases of 
Armœæbic Abscess of the Liver “ B. M. J. Vol. I. p. 1397. 
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CHAPTER XII. 


The Surgical treatment: . The open operation, tts objections P 

its merits; conclusions. The methods of operation: 

T. Abscess struck below the costal border: Abdominal 

operations: (i) Direct incision and drainage. (ii) He- 

patotomy at one operation ; with adhesions ; (iii) Hepato- 

tomy in 2 stages, when there is no adhesion. LI. Trans- 

thoracic operation: (i) Operation at one sitting; (ti) 

Operation à deux temps. TII. Hepatotomy through a 

lumbar incision. Zancarol’s method. Graves’ method, 

Manson’s method, its advantages and disadvantages. 

Mac Eeod's method. Fayrers Method. Rogers? method > 

Cantlie’s observation on the advantages of trocar aud 

canula. Are we lo wait for adhesions ? Diagnosis of 

adhesions. Dressings. After treatment Time for healing. 

Treatment of the Complications. Duration of life after 

| operation. Causes of failures, . Cases unfit for operation. 
Conclusions. 


The consensus of opinion of most modern surgeons is 












The — for the open method of operation for liver J 


tion. abscess. It consists in early free antiseptic 


evacuation of the pus by incision. , 
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doubt of some truth in the observation. The pus at the 
time of operation is often very viscid and thick, often it can 
not pass easily through the tube; but after a few days, the 
. 

pus becomes thinner, and less viscid, and will be found on 
examination to contain many streptococci and staphylo- 
cocci, which are no doubt due to secondary infection. 
But the same result will follow if the abscess opens 
spontaneously into the bowel, lung or externally. 

2. That pus may escape into the peritoneum and 
excite fatal peritonitis. Generally we find adhesions — 


formed in abscess of the liver, as a — — the 


accident. Morehead speaks of absence of adhesions as quite 





exceptional—in only 3 out of 76 fatal cases. Moreover, we 
can produce adhesions if we like them before opening the 
abscess. Even if pus finds entrance into the peritoneal 
cavity, the risk and danger is small if free drainage to the 
outside is secured. 

3. That the mechanical injury is apt to produce 
hemorrhage and fresh hepatitis. This objection is found 
on theoretical grounds, and we have never met with such = 
an accident in the hospital. 

4. That gangrene may supervene and dj the patient’. k 


This also occurs in a spontaneous AC The gangrene ง 
` Maclean. Lancet, July 18, 1863. Budd, Diseases of Liver, p. 124. 
Cruvélhier. Anat, Path. Liv. 40. ง 
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is often connected with the caries or necrosis of the ribs, 
which may be averted by opening the abscess early. This 
is said to be “one of the deadliest accident to which the 
victim of liver abscess is liable” and no time should be 
lost in opening the abscess. 

9. Budd and Low 1 think it better to allow an abscess 
of liver pointing to the abdominal wall to open of itself for 
the following reasons, besides those mentioned above :— 

t. Because the inelastic structure of the lobular 
substance of the liver does not permit the cavity to`eontraet 
when a free opening has evacuated the pus. | 

tt. When the operation is left to nature, small worm- 
eaten-like openings , serve to discharge the pus, so that it 
has slow but constant escape. As these apertures never 
close up, and as the matter is always oozing out, air can not 
enter, no septicemia occurs and no secondary fever sets in. 
But the case reported by Budd in support of this hypothesis 
realy speaks against him as it took 4 years for the abscess 
to heal up. The vital power of the patient at this stage 1s 
usually not “adequate to the Jong process of ulceration 


through the textures”  (Cooper?). By proper antiseptic 
precaution we may avert the danger to a certain extent. 


Again the same difficulties would occur in spontaneous 





3 Madras Quarterly Journal, April, 1863. 
+ B. M.J. May 23, 1863. 
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rupture externally, External rupturé though one of the 
most favourable modes of termination, is rare Indeed. 

Frerichs ! and Morehead * advpeate opening the abscess 
in selected cases; while, others like Murray, Cameron 3 and 
Martin * would not lose a day, if they be sure of pus 
formation. They urge that by non-interference the dangers 
would be the following :— 

l. The abscess daily becomes larger and larger and 
ultimately the whole of the hepatie structures may be 
destroyed, and necrosis of the ribs results. 

2. That sudden death is possible"from tbe abscess 
bursting into the pericardium, peritoneum, or the pleura. 

3. The majority of the patients often die of exhaustion 
from heetie fever or diarrhea, either while the abseess is 
still confined to the liver or after it has ruptured, Fayrer 
says : ** Cases have not unfrequently oceurred where simple 
incision, made earlier, would in all probablity have relieved 
suffering, and might have saved life”. 

The statistics of operation clearly show that by early 
operations, we can often reduce the mortlity. We have 
achieved such encouraging results by operation, that we do 


not like to lose any time by the expeetant mode of 


` Disease of Liver. Syd. Soc. Ed. II, p. 14?.° 

* Researches on Disease in India, 1860, p. 410. 
> Lancet, June, 6 and 13, August 8, 1863. 

* Lancet, August 20 and 27, 1864. 
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treatment. The result will compare favourabl y with 


the statistics of previous surgeons. 








Observer. Cases operated. Result. Per cent, Mode of 
operation. 
: ( lO in 1772 27 ae 
Curtis’. ) 14 in 1773 4 V recovered 25. 
Waring. 81 66 died or 814 Trocar or 
knife. 
Morehead, 24 LD ve 666 
McConnell. 14 H- X x Aspiration. 
Condon. 8 4 + » 
— Sachs. 21 I EA * * 
De Castro. 22 large. Recovered 31'S x 
10 sall. - 70 จ ร 
e Ta 
a Futcher. 17 12 diedor — 704 a 
— , Strong. 12 US O66 - 
| ม S. N. P. Hospital 
f 
DOS 1905. 9 Ec 22:2 Open 
"^ ` | method. 
* 1906. 6 1 จ จ 16:6 . * 
1907. 15 are 13:3 
4 t A In the S. N. P. Hospital we always assisted the — 


when operating these cases ; they generally had single abscess 
. of the liver; and we always made a careful selection of our 
| »s, and observed the strict rule of antiseptic precautions. 
Su: n all these cases we first aspirated and being sure of pus, ‘nal 
0] * 1e pd — This unusually happy result may —— Q 
traor f. + But We — — aoe the natives sufferin ng 
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than the European. And we are supported in this inference 
by the observations of Jackson! who says: “In the 
natives of India there is much greater proportion of superficial 
abscesses that point towards the abdominal muscles ; and as 
in them the febrile action is much less severe, the abscesses 
are more limited in extent, and can therefore be more benefi- 
cially treated by artificial means than is the case with the 
Europeans. In 9 cases of the disease in natives, under my 
care in the year 1853, in which there was operation by 
puncture through the abdominal muscles, Š were successful. 
In Europeans a successful issue of absawes of the, liver 
consequent on operation is extremely rare, and my experience 
with respect to them digposes me to object, most generally, 
to operation in their case”. Moreover of 203 cases 
collected by Rouis, where the abscess was not opened, 
162 or 50 percent. died. We may take however as our 
guide the conclusions arrived at by Murchison :— 


l. In all cases when there is a visible fluctuating 
tumour, operate at once. š 

2 [n cases where the symptoms of abscess of the 
liver accompany a distinet tumour, it is well to operate. 


3. If symptoms of abscess co-exist with enlargement 


of liver but no tumour, if there be any” focal edema or 








— — 5 


i Dr. J. Jackson, Notes on the management of the Liver Abscess. 


Laneet, Aug : 1859. 
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obliteration of infbreostal space, or localising pain, it will 
be well to operate (Frerichs). 

4. If local signs *be absent, but constitutional symptoms 
be decisive, aspiration is adtisable. 

7 


5. When multiple abscesses are suspected, it is 


better not to operate. 


6. We would add that if it be impossible to diagnose 
the seat of the abscess or when the patient is evidently 
sinking, let him die in peace. We have often seen moribund 
cases to be operated in hospital. It does no good to the 


> bd เม เม 
patient, nor enriches the fame of the surgeon. 


The operation usually practised by the English surgeons 


x has been described by Godlee.’ He and 
The methods of 


— — other surgeons contend that if pus has been 


discovered, “the best plan is to give exit to it at once 
making a hole large enough to admit the finger, and after- 
wards a drainage tube of the same size”. But there are 
reasons against such a practice though it is advocated by 


Manson and Cantlie :— 
M. 1. The eanula and tube may slip out. 
2. The drainage is inefficient. 


OO SS en SS n n 


ks ) 1 B. M. J. January 11, 1890. See also Debate at Brit, med. Asso f 
. Meeting at Brighton 1886 and An. of Surg. Oct. 1886 and March 
1587. | 
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If the pus leaks into the peritoneal sae, it does so 


. 
unseen, 


The trocar may puncture important parts. 
5. Puncture and drainage would he useless, where 
À 
more than one abscess existed. 
Now we shall dessribe the various methods of operation. 
The liver may be approached either through the abdominal 
or thoracie walls. It is best to approach an hepatic abscess 


through the abdominal wall when practicable. 


I. Abscess struck below the costal 
border: Abdominal operstions:— 

(i) | Direct incision and drainage: It 181ndicated when 
the abscess is “pointitg,” when tenderness, oedema and 
redness make it probable that adhesions exist. A free 
incision 4 or 5 inches long is made and the parietal peritoneum 
united to the subcutaneous tissue of the wound. A fine 
trocar or aspirator needle is thurst in to verify pus formation, 
and tampons of iodoform gauze are carefully packed around. 
The abscess is then incised, the opening plugged, and 
freely dilated with the finger. Any eseape of pus into 
the peritoneal cavity is prevented (1) by the careful paek- 
ing; (2) by the finger hooking up tlie liver against the 
wound; (3) by an assistant keeping the "parietes streadily 
against the liver. All bleeding is arrested by forceps or 
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sponge pressure. if the abscess does not empty itself 
readily, a large tnbe may be pinched and placed at the 
bottom of the abscess, when it will act as a syphon 
(Greig Smith). Gently explore the cavity with the finger, 
and if a second abscess be found, open it with the finger. 
The opening is now plugged, the liver and the parietes 
are pressed together, the tampons are removed, and the 
edges of the hepatic incision are stitched to those of the 
incision in the abdomen with silk sutures passed with 
curved needles ona holder. A large rubber tube is passed 
into the abscess cavity and fixed to the edges of the 
pariet: wound by a salmon-gut suture. A thick dry 
gauze dressing should be frequently renewed; and it is 


advised to secure it by a many-tailed bandage. 


As regards the danger of the routine use of the anws- 


Duras of thetie in cases of operation for liver abscess, 


Chloroform. s อ > เจ: 
E ta or at least such administration combined 


with the usual preliminary starvation, reference may be 
made to a paper by Stiles and Macdonald, which gives 
the bibliography, and to an article by Hunter who states 
that the delayed chloroform poisoning dependent on the 
state of the liver may be prevented if instead of with- 
holding food, the patient be given a very nutritious and 
easily digestible meal, well sweetened, 2 or 3 hours before 
the operation. . 
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(ii) Jneision and d rainage by abdominal section at one 
silting: Hepatotomy at one operation? 

Indications: Tt is advised when we are sure that 
adhesions are already formed; the aspirator needle is kept 
as a guide, . 

Position : The patient is placed in the dorsal position, or 
he lies somewhat on the sound side, if incision is to be made 
on the lateral aspect of the body. A sánd-bag or pillow is 

` 
placed underneath the lower dorsal region of the spine so as 
to hft the liver forward néarer the parietal wound. The 
surgeon stands on the right and the assistant on the left of 
the patient. 7 m 
The operation of hepatotomy may be divided into four 


stages: ° 


(a) Parietal incision.—The skin is well cleaned over 
the most prominent part of the swelling. An abdominal 
incision 3 inches long is usually commenced at the costal 
margin and deepened down to the peritoneum. Some 
recommend the incision to be one inch and a half in length 
at first, and it is to be extended after the preliminary 
digital examination has been made into the abdominal 
cavity. 

(4) Exposure of liver, incision of wall of abscess, and 
evacuation of pus.—A pair of sinus forceps is pushed along 
the needle through the hepatic tissue into the abscess 
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cavity. The aspirator eanula is then removed ; the blades 
of the forceps are then opened and withdrawn. Insert the 
fore-finger and move it round to enlarge the wound and 
to ascertain the size and direction of the cavity. If there is 
no great thickness of hepatic tissue between the surface and 
pus, a knife may be employed for the purpose of opening ; 
an incision 14 inches long is made in the hepatic substance 
over the abscess. All hemorrhage is,arrested from any 
hepatic vessel by ligature. But if the abscess lies deeply, 
it has been suggested that the  thermo-cautery should be 
employed so as to prevent bleeding by sealing the mouth 
of the™bkepatic v@ins. 

(c) See page 242. 

(d) Establishment of drainage —eWhen the abscess is 
not large, the interior should be packed with a long strip 
of antiseptic gauze, one end of which protrudes from 
the external wound. ‘This should be changed daily. Some 
prefer a flanged rubber drainage tube, about the size of the 
finger and 3 or 4inches long, which is introduced bya pair 
foreeps to the back of the abscess. Pus flows out, but when 
it no longer flows freel y, a gentle examination of its interior 
may be made, to ascertain if another abscess exists. The 
abscess cavity shôuld be cautiously cleaned out by means 
of a soft sponge On a holder, or the cavity may be irrigated 
with an antiseptic solution, and the aperture temporarily 
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plugged with a sponge on a strip of, gauze. A massive 

antiseptic dressing is then applied and secured by a binder 

or better by a many-tailed bandage. The tube should not 

be taken out till the discharge has ‘almost stopped, but it 
. 

should be made shorter if the length be inconvenient. 

Numerous successful cases have been reported by Lawson 


Tait, Thornton, Bryant and other surgeons. 


There are objections to the use of a drainage tube, at 
least immediately after the operation : 

1. It allows venous oozing to take place from the 
abscess wall. — — 

2. If the tube be too long or too stiff, the lower end 
may lacerafe the wall of the abscess cavity 
during respiration. 

3. The aid of capillary attraction is wanting in the 
ease of a drainage tube. 

4. If the tube be passed too far in, it may cause 
sloughing from pressure upon the abscess wall 
which may be thinly separated from peritoneum 
in places. 

(iii) Incision and drainage by abdominal section in 
two stages: Hepatotomy in two ssagese (à deux temps): 
Volkmann’s operntion : a 

Indication: IË adhesions be not formed or be weak. — 
i B. M. J. Nov. 13th 1886, 
16 


. m 
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Incision: An ingision, 4 inches long, is made over 


the abdominal swelling. The bleeding is stopped and 
peritoneum is slit open. 


(e) Union of margins of hepatic incision to those of the 
parietat wound.—A double circle of stitches ig passed 
through the liver capsule and the abdominal wall! The 
outer row should be interrupted sutrues, the inner 
continuous, Some surgeons recommend a single ring of 
interrupted silk sutures, uniting the margins of the 
hepatic incision to those of the incision in the abdominal 
wall. The sutures are advised to be one-quarter of an inch 
apart ; afd each suture is entered at the deep part of the 
hepatic incision, and it emerges about 4 inch from the 
margin; it is then passed through thé parietal peritoneum 
and the fascia and muscular tissues of the abdominal wall. 

Beyond the upper and lower ends of the hepatie incision, 
a suture should be passed through the abdominal parietes 
and hepatie substance and finally through the abdominal 
wall on the other side of the incision, To make certain of 
the position of pus, a fine trocar may be thurst in. Then 
the sinus forceps is,pushed in as before. After stitching, 
some prefer, before opening the abscess, to stuff the wound 


in the abdominal wall with aseptic gauze and to wait for 


aday or two for the formation of adhesions and then 
a ah ee ag as sang 


` Barwell, Lancet, January, 1887. 
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to open it as before. It is often advised to wait longer, 
3, + or 7 days. Some do not stiteh"at all but merely stuff 
the wound with gauze (Graves), and endeavour by well- 
adjusted bandaging to keep the*abdominal parietes in contact 
with the liver. This is the method recommended by Bégin 
and Recamier who wait for 3 days after opening the 
peritoneum and then the pus is let out. 

The methods of treating an hepatie abseess by abdominal 


* " - ° 
section have the following advantages :— 


1. The benefit of a free incision and thorough drainage. 


- a F 
2. The surgeon can see what structures he is 


dealing with. 
a 
Bleeding from the liver can be seen and arrested. 


xs 


4. Pus can be prevented from escaping into the 
peritoneal sae by packing, &e. 

Comparison of the two methods. The direct method 
by one stage is the more satisfactory. The precautions 
necessary in the method by two stages are not well founded. 
The risk attending the escape of pus into the peritoneal 
sac has been mneh exaggerated. In the two stage method 
much time is lost, which is of paramount importance In 


the case of an abscess of the liver. 


It is suggested that the incision on the abscess may 
be made without giving a second amæesthetic. But such 
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& 
v 


practice is alarming" and painful to the patient; and 


PORTE, 
g "a 


the evacuation of the abscess cavity is better done under 


, 


* chloroform. m 

à II. The abscess is struck through an inter- 
p costal space: Transthoracic operation. 

i Fa x Indication: “This operation is requisite in the follow- 
É ing clinical conditions :— 


(a) Subphrenie abscess which is not accessible through 


> | an abdominal incision. 

c | — — ° . จ » 

i (b)weAbscess Of the superior part of the liver which 
E extends upwards into the thorax. 










(c) Subphrenie hydatid cyst. 
(4) When the abdominal operation gives insufficient 
drainage. > 
| The transthoracic operation may be done in one or two 
. stages as in the ease of operation through the abdominal 
(0 Operation at one sitting : 
T _—Dhe patient lies somewhat on the 1 left. 
geo sands on the side of the patient and 


WE OT : — 
— to | th ) ; "A n BN 1n oem 1 & 
o rd ว Á a AVO ot a E LL J ps es b Ne BE ne eer 


— aahi "£ 
Rene 


@ ๑ 0. 








THE SURGICAL TREATMENT. 245 


be more than 2 inches above the “margin of the ribs 
in the mid-axillary line. It may be remembered that 
the lower reflection of the pleura „forms an oblique line 
running a little below the 6th rib in the nipple line, the 
Sth rib in the axillary, the 10th in the parascapular and 
the llth at the spine. The incision, 3 inches long, 
which may be extended if necessary, is made parallel to a 


rib. 


excision of the rib: [f space be not sufficient for 
manipulation and drainage, Kartulis recomipends excision 
of 2 inches of the rib. The rib is exposed, the périosteum 
and structures which are attached to it are seperated and 
then a portion of it is*excised, the section probably passing 
through the cartilage. This can easily be done by means 
of the rib-shears. If there be adhesions, two courses are 
open to the surgeon: (a) The diaphragm may then be 
stitched to the thoracic wall and skin, and the abscess is 
opened as before. To stitch the the capsule of the liver 
with diaphragm is difficult, and Macleod thinks, stitches 
would not hold in a soft and inflamed, liver tissue, but 
it should be tried, if there be no adhesions formed. This 
is specially to be observed if the liver be opened at a spot 
where it is covered by the peritoneum. (6) Otherwise 


the general serous cavity must be carefully protected 


by pledgets of gauze or sponge, before letting oùt the 
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pus, and the assistant must keep the parietes in close 
contact with the hepatic tissue. If the underlying costal 
layer of pleura be divided and the eavity of the pleura be 
opened, the air rushes inwards and the lung of the corres- 
ponding side becomes collapsed. "The diaphragmatie layer 
of pleura is next incised. It will be necessary to stitch the 


diaphargm to the costal pleura, otherwise pneumo-thorax 
would be the result, an unpleasant but not a serious compli- 


cation. The margins of the. wound in the costal and 
diaphragmatic layers are closely united with a continuous 
silk quture. it may be necessary to aspirate the liver 
swelling so as to relax the diaphragm and the pleura. 
Godlee advises us to stitch the hole in the pleura before 
dividing the diaphragm to open ‘the abscess; this is 
necessary as by the aspirating influence of inspiration, pus 
may enter the pleural cavity. 

Some even ignore the peritoneal adhesion and do not 
stitch the peritoneal surface before opening the abscess. 
We often omitted stitches and did not get any bad 
result. The danger of introduction of pus into the 
peritoneal cavity is small if there be good drainage exter- 
nally. It is often very difficult to apply these stitches, as 
the hepatic tissue becomes very friable. Macleod even 
thinks that the removal of a portion of rib is unnecessary. 


He uses metal drainage tube to prevent nipping of the 


: B. M. J. Oct. 22, 1887. 
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rubber tubes and for facility of introduction. These tubes 
Py NEL C S CURA 

are 4, 5}, or 24 inches long and have an oval lumen, the 

diameter being 45; or {th of an inch long. A special 


guide is used for introductio of the tubes. 


(72) Operation à deux temps: The early stages are 
similar to those described before. After suturing the costal 
and the diaphragmatic layers, the wound is plugged with 
aseptic gauze, and left for B to 5 days. Then the liver is 
incised and treated as before. In this operation the parts 
become coated with lymph, and the ayatoMical stwactures 


cannot be recognised. 


III. Hepatofomy through a lumbar 
incision: Occasionally abscess of the liver presents in 
the lumbar region, then the surgeon should select this route 
of attack, since the abscess can be opened without incising 


the peritoneal sac, and very good drainage established. 


Incision: Incision is made in the lumbar region of the 
right side, parallel with the lower margin of the last mb, 
and it is deepened through the fascial and muscular strata 
to the posterior aspect of the liver. š 

The liver is now ineised, the cavity of the abscess is 
reached, and treated as has been already described in the 
abdominal and transthoracic operations. 


LE 
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The extremities of the incision in the abdominal parietes 
may be closed with sutures, if desired and the cavity 


drained by a tube and gauze packing. 





Sometimes the abscess is at the back and can only 
be operated by a posterior incision, The pleura must be 
opened, but the pleural aperture should be closed before 
opening the abscess. Godlee advises us to make “a rather 


free transverse incision into the diaphragm by passing a 





strong catgut , continuous stitch right through its substance 


and through the structures occupying the intercostal 













ET space ; viz. the intercostal mnseles and pleura. Those who 
possess the means of operating with the ** Oferdruck or 
0  Underdruck” apparatus would no doubt find the opera- 


tion much simplified by the avoidance of pneumothorax. ” 


— and other continental surgeons advise that 
Zuncarol's the hepatic and intezumental incisions 
"pw. should extend the whole breadth of the 
= abscess cavity. He describes a method of completely 
| ‘cleansing the cavity by irrigation, which he employed 
f À 50 cases with : success. Some French sargegpis vedot | | 
E n 1 seraping die abscess. sanity: apd | — ra 
irrigation with AS ome anti intiseptie: fluid, —meas ว ล ธน es v 


— never ada 2 ted in our cases, qu 
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the pus in the tropical liver abscess is practically free from 


bacteria. 


Some surgeons use a paquelin kuife with the view of 
minimising bleeding. We have never met with any 
serious bleeding from the incisions and it would be better 
not to use the knife deeply into the liver, where finge 


should always be used, 


According to Zanearol, the mortality after operation 


depends on the method used by the surgeon : 


Treatment. — Moréality, 
per cent. 
Puncture with a tvocar or aspirator needle ... 50 
Incision with knife * — À ' 
Thermo-cautery ... = e. 90 
Non-curable * À 40 
Curable =A, ar 24700 
Cured is. 7 77 
° ” 

Fatal hts À 71 
Result unknown ap ` 9 
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Graves! of thea Meath Hospital suggested another 
FALSE mode of operation. It is based on the 

fact that in several cases, an incision over 
a deep seated abscess often fails to give vent to the 
pus in the first instance, yet in the course of a few days 
the pus finds its way to the incision, and bursts through 
it. He therefore made an incision + inches long over 
the tumour and then carried it deeply to within about one 
or two inches of the peritoneum. It was then plugged 
and left open; after 2 or 3 days the pus would find its 
way through e incision. But often we can not delay 
so long when operation is decided. Neither ean we be 
sure that the pus will take this route and will not escape 


into the lungs or bowels. Budd tried this method with 


unsatisfactory results*. 


Manson describes a method of operating on the abscess 
Manson's Of the liver. The apparatus consists of 
method. 

a large trocar and eanula, a steel stillete, 
two metal buttons and a piece of drainage tubing. The 
ends of the tube are stretehed and then lashed to the stem 
of the buttons, over the shorter end of which it is also 
tied. The tube is’ then mounted and stretched on the 


stillete by inserting it through one of the drainage holes. 





.. Dublin Hospital Reports Vol, 1V P. 40. 
2 Disease of the Liver P. 123. : 
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The tube then can easily pass thrqugh the eanula. The 
aspirator needle is withdrawn and an incision one inch long 
is made with a sealpel. The troear and canula are then 
thurst into the abscess and the trocar is withdrawn. Then 
the stretehed tube is slipped, into the canula and carried to 
the back of the abscess. Holding the tube well, the canula is 
withdrawn. The button on the free end of the apparatus is 
slipped off the stillete, the end of which is made to perforate 
the drainage tube. When the tube has completely 
contraeted, the stillete is withdrawn. "The tube is then 
transfixed with a safety pin and superflluous.£&ubing cut off. 
Pus issues freely and the tube plugs the wand in the 
parietes and the liver, and bridges the peritoneal eavity. 
In this way, extravasation of pus into the pleura on perito- 
neum is effectually zvoided. ^ Cantlie introduces a few 
modifications in the instrument and he prefers ** a drainage 
tube open at the end and stretehed merely upon a metal rod 
with a blunt hook at one side so as to catch and stretch 
the tube ”. 


He claims many advantages for this operation: 


1. Easily done. 2. No assistants necessary. 

Its ad ห 
na re 3. No risk of bleeding. 4. Pus can not 
tages, ? : š 8 š 
escape into peritoneal.eavity. 5. A larger 


drainage tube may be substituted. 6. Deep abscesses may 
be opened easily. 7. Less shock. 8. No risk. of pneumo- 
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therox even if pleurg be opened. 9. Good drainage. The 
device is no doubt simple and ingenious. But we can 
not recommend it for the following reasons : 

l. Inefficient drainage :—1n 3 cases it was tried but the 

๑ 

cavity could not be properly drained. The pus is tenacious, 
but Cantlie observes: “The syphon drainage obviates 
this and promotes a continuous flow ”. 

2. The tube may be nipped by being tightly grasped. 
It may be displaced and then ,difficult to reintroduce it. 
When tube gets out, pus many enter the peritoneal cavity 
easily. To .abviate these defects MacLeod uses metal 


= e ๑ 
drainage fubes. 


3. The tube can only be of moderate size, It is 
difficult to know the position, direction and depth of the 
abscess by the aspirator. It is impossible to explore and 
break down the septa in the cavity. No instrument can 
be compared with the surgeon’s fingers. , 

4. In India, it is difficult to keep the rubber tubes in 
wood condition. 


5. MeConnel says: “We use no speciai probes, 


canule, apparatus of any kind nor find the need of 


them. An abscess af the liver is treated like an abscess of 
any other part of Qody on general surgical principles, the 
most important of which are free drainage and anti- 


Pte 
scepticism”. — 
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MacLeod! of Shanghai has intgoduced a trocar and 
canula which ean be inserted into the cavity upon a guiding 
——— rod, by which means failure to reach the 

method, à ° Se ° 
pus is avoided, its presence being made 
certain by the aspirator. So Sir J. Fayrer advises us to 
use a large groved trocar and canula devised by himself in 
eases of deep-seated abscess to avoid hemorrhage. But 
he admits that as the cavity contracts, the tube is apt to get 
twisted upwards or downwards, displaced, 
Fayrer's method, 
even extruded, when it may be very 
difficult to replace it. In such cases should There be any 
lodvement of pus, the opening must be enlarged, and it is 
absolutely necessary that the tube should be re-introduced. 
It may even possibly be required to make another 
opening®. 
Rogers of Caleutta has devised an apparatus for 
evacuating pus. It consists of a big trocar and canula 
which acts like Manson’s apparatus. We 
Rogers’ method. š + 
have never seen it used. But we think, after 
the satisfactory results obtained by open incision, as shown 


in our statistics, we can not change the open method of 


treatment for any other method, in which pus is apt to 


accumulate. ae 


อ ถุ 


1 Journal of Tropical Medicine, November 15th, 1900. 
* Davidson's Diseases of Warm Climates P. 664-65. 
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It would be wel] here to discuss the reasons put 


Advantages and forward by Cantlie in favour of trocar 
disadvan- 1 
tages of and eanula and against the operation by 
trocar. * 





incision: 


(1) That the operation is one of much less severity : 
The severity of an operation can only be judged by 
the results. An operation may be sımple, but if it fails 


in attaining its objects, it is worse than useless. 


(2) Pus rarely escapes into the peritoneal or pleural 
cavities, after “Puncture by trocar and canula: No doubt 
this is an advantage but it has been found by experience, 
that if there be good drainage externally the danger of intro- 


duction of pus into the peritoneal cavity may be neglected. 


(3) Suturing of the liver to the abdominal wall is 
impossible: These stitches may be ignored and no harm 


would result. 


(4) Suturing the pleural layers and the diaphragm ete. 
is usually only a surgical farce, as it is not possible to do 
it thoroughly: In fact it is not absolutely necessary to do 


so, " 


(5) After laporatomy, the liver isexposed but the 
surgeon cannot locatise a deep-seated abscess. He shall 
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have to use a searching needle and blood and pus may be 
introduced into the peritoneal cavity: This is an argument 
against a practice which does not exist. Surely many 
surgeons do not deelare it as * unsurgical and unwise to use 
even the needle of an as pirator whereby to explore for 
pus in the liver as a preliminary " step. First aspirate, and 


if pus 1s present, operate by incision. 


(6) 'The operation can be done single-handed and 
outside the hospitals : If trained assistants are not available 
and if the patient can not be safely conveyed *-7the nearest 

; MAL 
hospital, the surgeon is undoubtedly free to choose this 
operation in an emergency, But we cannot concur with 
the verdict of the Section of Tropical Diseases at Ipswich : 
“ The operation by incision is unnecessary in its severity and 
is attended by less favourable result than operation by trocar 


and canula. 


There is no doubt that the trocar is a very useful instru- 
ment for the puneture and evacuation of the abscess when 
it is tending to point on the surface ofethe body. It isa 
most valuable instrument for the location and partial 
evacuation of an abscess, after the liver has been exposed 
bv an ineision, and it is.to this class of ‘cases that the use 
of the trocar should be restricted. . 
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Cantlie! says * When the pus is in the left half of the 
liver—a rather rare occurrence—do not attempt to confirm 
the diagnosis by introducing an exploratoy needle, nor use 
the trocar or canula, but eut down upon the fiver through 
the abdominal wall and evacuate the pus in the usual way.” 

The question “Is. it necessary to wait for adhesions 

to be formed before operation ?” requires 


Are we to wait ; 
for adhesions? a few words of explanation. 


Surely we must not wait for adhesion. We have 
always found adhesions well formed in cases who came for 
operatjon. Sir Henery Cooper? is of opinion that in all 
eases in which the suppuration has extended so near the 
surface of the liver as to give the, sense of fluctuation, 
irritation and adhesion of the surface have taken place. 
Therefore, he advocates a direct opening into the abscess, 
when there is reasonable ground for believing that an 
external outlet for the matter is the direction taken by the 
abscess. Peritoneal connections are sure then to have 
taken place. Tenderness of the tumour is the most satisfac- 
tory indication for operative procedures, and a hardened: 
mass of effused lyniph a certain confirmation of the forma- 


tion of adhesion. . Delay exposes the patient to the risk of 





.. 
t Cantlic, “One hundred cases of Liver abscesses” B. M. J. 
Vol, II, P. 1342. November Oth 1907. 
i * B. M. J. May 23, 1863 
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rupture by coughing, sneezing, etc., gnd so to laceration of 
any adhesion already formed. Godlee however demonstrates 
that even when an abscess is almost pointing, it is impossi- 
to be certain that the liver will be found to be adherent. 

To ascertain whether adhesions are formed or not, Budd! 
says: “We may be sure of it by feeling the edge of the 


Dias ‘ot liver or some prominent part of its surface, 


adhesion. 


and marking the place of this with a pin on 
the surface of the belly.. If the liver be adherent to 
the abdominal parietes, the line or spot so marked will 
correspond to the edge or prominence of Me liver in all 
positions of the body. If it be not adbepok. the liver 
will slide along the wall of the belly when the patient 
draws a deep breath, or ehanges his posture—the liver 
will fall, for example towards the left side when he 
turns from his back over to that side, and the line or 
spot will no longer correspond to the edge or promi- 
nence in question "*. 
The abscess cavity is generally not disturbed by any 
Dressings. dressings, but others recommend that the 
abscess cavity should be mopped out ‘and stuffed with 
iodoform gauze. But the pus is often too viscid to be 
absorbed by these dressings; it tends £o escape or lie 
between the skin and dressing as a glairy, sticky mass. 


! Budd's Diseases of the Liver P. 122. 
17 
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So the dressings shou]d be changed frequently for the first 
few days. The vicinity of the wound should be well 
washed with carbolic acid (1 to 60) or bichloride of mereury 
(1 to 2000) solution, The dressings must be antiseptic ; 
carbolie gauze, or Lister’s cyanide of mercury gauze may be 
used. They must be extensive and if the discharge be 
copious they will require change in a few hours. We 
often used carbolised tow over the deep dressings. When 
the abseess is deep-seated and mach liver tissue is to be 
incised, free hemorrhage is likely to occur. The wound 
then must besplugged by the finger for a minute or two, 
and if this does not arrest it, a plug of antiseptic material 
must be left in the wound for a day or two. 
^ 


The treatment of liver abscess after operation should 


After treat- 
ment. 


(1) For the first few days, dressings should be changed 


be as follows :— 


frequently as the discharge is considerable. 

(2) As the diseharge diminishes in favourable cases, 
the dressing should be changed every second or third day. 

(3) The drainage tube should be kept as it is, for once 
removed it is often’ difficult to replace it. 

(4) Later, remove and clean the tube, and if discharge 
be less and if it be pushed out, shorten it. 

(5) If still the temperature risés indicating retention of 
pus, rectify the drainage tube. Dilate the sinus with 





- 
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è 


forceps and finger; and introduce sa full sized drainage 
tube. If the temperature! continues to rise, make a 
counter opening if possible. But in no case should the 
tube be allowed to remain far a period more than necessary. 
But Godlee advises us against rapid shortening and 
removal of the tube for the original abseess cavity may be 


refilled and so may simulate a second abseess. 


(6) If it be septie, flush out the eavity daily or twice a 
«lay with a non-mercurial antiseptie fluid. But it is found 
that cases do better without washing out, eyen by anti- 
septic solution. For irrigation, a doube or twoeway rubber 


tube is the most suitable. 


. 
(7) If still the temperature rises, a second abscess 1s 
possible or there is some complication. If a second abscess 


be the cause, aspirate, open and drain it. 


(5) Regulate his diet and attend to the state of the 
bowels. Maintain the patient’s general condition by the 
administration of plenty of easily digested and nutritious 
food, with stimulants if necessary. Use chloral or 
morphia if he be restless or sleepless ; and simple tonic 
with quinine if fever persists. Vhen convalescence 
is established, the functions of the liver rémain torpid and its 
substance often indurated ; in sueh'a state Martin's nitro- 


muriatie acid bath may be of use. They promote the | 


` 
Ws 
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depurative functions ofethe liver, kidneys, bowels and skin. 
° ° E sa : 
The time required for healing after operation varies 


within wide limits. Macleod mentions that a period of 12 to 


Time for heal- 
ing. 


abscess antiseptically treated to heal up. We have found 


15 days was abput the time required for an 


however that a month's time is required for thorough 
healing of the wound. But when a sinus occurs it may 
take longer time. “Morel recorded one case, where a 
seropurulent fluid continued to flow from the wound in 
the right side, three years after the opening of the abscess. 
Cassimir Broussais hgs given the details of another case, 
where the cicatrix in the epigastrium had to be punetured 


almost every 2 months.” (Frerichs). 


# 
Treatment of abscess rupturing into a serous cavity :— 
Treatment of When the rupture occurs into pleura, or 
the compli- | | x 
cations. peritoneum, the serous cavity should at once 
be opened and drained; otherwise death would be inevit- 


able. 


(i) The hepatic abscess may communicate with the 
right pleural cavitys, Make a very free opening into the 
chest by resecting — of one or more ribs, evacuate the 
pus within the liver and drain both the pleural space and 
the abscess cavity. É if there be no communication between 
the abscess and the pleural cavity, and if there be at the 
same time an empyema of the right pleural cavity, we 
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must open, evacuate and drain tpe two  pus-containing 
spaces through seperate incislons. The empyema is treated 


by ineision and resection of one or more ribs. 
๑ 


(/) If the abscess communicates with the pericardium 
no operation is necessary as the complication always proved 
fatal. 

(772) When the abscess has burst into the peritoneum, 
either a localised encysted abscess may develop by the 
formation of adhesions or a general acute septic peritonitis 
results. In the first condition, the abdominal wall should 
be incised, and the abscess evacuated and drained. In the 
second class of cases, surgical interference cannot prevent 
the fatal result. The peritoneal cavity may, however be 


opened, drained and washed with antiseptic solution. 


(iv) Treatment of abscess discharging into the lung :— 
If the lung be the route of pus and if still the progress be 
unfavourable, and the eontents are evacuated by the 
mouth we must interfere if (1) there be continued 
discharge of pus and blood with hectie fever,» or (2) 
pneumonia or abscess in the lung results. It is difficult to 
decidé whether the abscess should be opened, especially as 
rupture into the lung is a favourable mode of termination. 
If the temperature and quantity of expectoration increase, 
and the patient looses weight, and suffers from a harassing 


cough, operation should be decided ; if not, we may wait. 
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In exploring the liver in sucha case,as the cavity is 
often collapsed, the needf should be pushed well in 
and a good vacuum maintained in the aspirator, and then 
slowly withdrawn. Keep the needle as a guide in 
operation and drain the abscess through an incision 
in the chest-wall. Recovery is possible when the 
drainage tube is pushed in the presumed direction even 
though the abscess cavity be not entered and drained. 
(v) The hepatic abscess may burst into the alimentary 
anal as duodenum, stomach, &e., and pus is discharged into 
their lumen.™ In such cases, septic material passes from 
the alimentary canal into the abscess and keeps up the 
inflamation, "Then the overlying portion of the abdominal 
e 
parietes should be incised and the abscess evacuated and 
drained through it. 


The duration of life after operation varies. In 


Duration of life 


ET. uu? E E. 
after operation. Waring's 47 cases we find 





Died the same day a l 
Died the following day.. 7 
. Died from 2nd to 5th day 10 
33 » 6th ,, lOth ,, J 
s; 7. x MU 33 15th ,, 6 
2 » "16th 2 BUD. y — 
2 SS. “21th, SUCRE; — — 
» + 9» Sith p 40th ,, เง 
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The total number of days of life after operation in 
these 47 cases is 842, giving mf average of about 18 days 
to each case. We have also found that the patients after 


operation often die at the begining of the third week. 


w e Ld " 
Failure to cure the disease after operation may be 


Causes of failure, due to the following causes :— 


1. There may bea second abscess which cannot be 


detected. ° 
2. There may be no tendeney to healing in some cases, 
owing probably to ill-health. . iMm 


3. After operation, pus may enter the peritoneal 
cavity. The big liver is generally pushed down and kept 
in contact to the peritoneal wall, and so peritonitis is seldom 


developed unless there be a large colleetion of pus. 


4. Inter-eurrent diarrhea or dysentery, In the 
S. N. P. Hospital, we often noticed that apparently 
hopeful cases died of dysentery developed after the second 


week of operation. 


5. Fatal hemorrhage. Bleeding sometimes gives 
relief and the patient recovers. Htemorrhage may be in 
the peritoneal cavity, but generally it euses no harm unless 
the bleeding be excessive. | 
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à 6. Operation of cases unfit for it. Proper selection of 
cases is of the utmost infportance for the success of the 
operation, Often the patients are operated in hospitals to- 
swell the number of operations performed. 

The two conditions excluding the possibility of 
' Ñ for success after operation are :— 

T. 

# à 1. The existence of a plurality of abscess. 

? 2. Dysenterie state of the large intestine. 

A Thus in Waring's cases we find : 

h, Total Number nF .. 300 

fe , Multiple abscesses "P 4 408 

N 193 








Of the 192 cases in which the abscess 
was solitary, there was more or less 
dysentery in ร ง i. T 





116 i 
| “Thus it appears, that out of the whole number, only 
in 116, or little more than 1 in 3, could the operation 
M been undertaken with any reasonable probability of 
. success; and this number would, of course be still further — — 
ninished, eh — into > considoration, the e cases m which | jé Ki 4 
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There is often more than one abscess, This was 
also the case in 13 out of aq cases recorded by Annesley, 
and in a still larger proportion in the cases collected by 
Andral, Louis, and Budd, ‘Thus the number of abscess is 


an important factor from a surgical stand point, 


MeConnel ' observes: “Generally a native will try, 
a hundred remedies, and procrastinate from week to week 
until he becomes so weak and exhausted that, when he 
does seek admission, his state is most unfavourable for 
operative interference. He bas no vitality, the abscess has 
assumed enormous proportions, or segondary suppurative 
foci have already formed in other parts of the liver, and 
such cases die in the proportion of quite 50 per cent., 
probably more. But when admission issought fairly early 
im the disease, and the general vitality is not greatly 
impaired, we have, I should say, a success of quite 12 per 
cent., by incision and free drainage, with antiseptic pre- 
cautions. And the same holds good as regards private 
patients, consultation here being early, and the chances of 
recovery greatly enhanced.” š 

Conclusions :—Thus we have tried to’ show that : | 

1. There are many difficulties in ageepting dysentery, 
though commonly held to be so, as the gole cause of liver 
abscess in the Indians, ° Š 
" Davidson's Diseases of Warm Climates, P. 684, 
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2. Perhaps it depends upon a combination of causes : 


Climate, Dysentery, Malarid and Alcoholism. 


* 


3. Many of the hepatic symptoms described in the text 
books as typical are not found in the Indians. 

1. The value of leucoeytosis in diagnosing the 
pre-abscess stage is questionable; and so of the 
ipecacuanha treatment in its cure. 

5. The natives are better subjects of operation in this 
disease than Europeans. 

6. ง The open method of operation under antiseptie 
precaution is the best treatment of liver abscess. 

(a) If the formation of pus could be ascertained, 

Ld 
hepatotomy at one stage is the best surgical procedure. 

(b) A large drainage tube should be used to ensure free 
exit of pus. 

(c) Use antiseptie dressing but need not wash the 
cavity as a rule. 

In the preparation of this subject full and free use has 


been made of the works mentioned in the Bibliography. 


๑ 
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